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A DEFINITION OF COMPREHENSIVE MEDICINE* 


William A. Steiger, M.D., Francis H. Hoffman, M.D., 


A. Victor Hansen, M.D., H. Niebuhr, Ph.D. 


Those of us concerned with the teaching 
of comprehensive medicine find a real need 
for a precise definition of it. The definitive 
terms found in the literature, such as “the 
whole person,” the “person behind the dis- 
ease,” and so on are too imprecise. Even if 
they convey the “what is” of comprehensive 
medicine, they do not tell the “how to.” This 
need for a better, a more denotative, defini- 
tion of comprehensive medicine is especially 
acute because of the pending publication of 
studies! made of the students of two medical 
schools with comprehensive care programs. 
These studies reveal that student attitudes 
did not change in the desired directions. As 
a matter of fact, some students developed 
increasing hostility to the programs, accord- 
ing to the reports. If these programs have 
failed in certain respects—and this is by no 
means a general consensus—it may be the 
result of uncertainty about that which is 
being taught, viz., comprehensive medicine. 
This paper, then, is concerned with our defi- 
nition of comprehensive medicine and some 
of the consequences that arise therefrom. 


' What Comprehensive Medicine Is Not 


Before proceeding with this definition, we 
feel it important to state what, in our opin- 
ion, comprehensive medicine is not. Compre- 
hensive medicine is not bringing togeth- 
er into one clinic area a number of biologi- 
cally (organically) oriented specialists. Such 
group care may have certain advantages to 
the patients, to the administration, and to 
the students, but it is not really a qualita- 
tively different approach to patient care. It 
is a regrouping rather than a reorientation. 


*From the Comprehensive Medicine Clinic, Tem- 
ple University School of Medicine. Supported in part 
by The Commonwealth Fund and the National In- 
stitute of Mental Health. 

1. K. R. Hammond (Remarks at a Symposium, “A 
Broad Look at Comprehensive Medicine.” American 
Psychological Association, 1958); D. Kaplovitz (Re- 
marks at a Symposium, “A Broad Look at Compre- 
hensive Medicine.” American Psychological Associa- 
tion, 1958). 


Comprehensive Medicine Clinic, 
Temple University School of Medicine 


It can be part of a truly comprehensive pro- 
gram but it is not basic to it. Moreover, since 
it consists largely of a change in clinic geog- 
raphy, it can hardly be expected to induce 
major changes in student attitudes. 


A DEFINITION 


In defining what comprehensive medicine 
is, it may help to state historically that medi- 
cine periodically becomes “comprehensive.” 
This is to say that on occasion medicine 
consciously incorporates knowledge from 
areas outside of its own, particularly as this 
knowledge becomes useful to medicine and 
socially acceptable to it.2 The last period of 
integration would appear to coincide with 
the founding of Johns Hopkins and the ini- 
tial inclusion of the physical and biological 
sciences into the medical curriculum. The 
present day “comprehensiveness” arises out 
of the incorporation into medical thinking, 
teaching and practice of the applicable 
knowledge of dynamic psychiatry, psychol- 
ogy and sociology. Comprehensive medicine, 
then, is the conviction, born out of experi- 
ence, that the medical care of patients can be 
improved now by the utilization of psycho- 
dynamic knowledge and sociological knowl- 
edge, along with the generally available bio- 
logical skills. Thus improved care does not 
have to await new biological discoveries— 
although these are always welcome—but can 
be achieved by the process of incorporating 
existing knowledge and skills from psychi- 
atric, behavioral and social sciences. 

Perhaps the most significant feature of 
comprehensive medicine, however, is that it 
is patient-oriented as opposed to the disease 
orientation of most of present day medicine. 
If one doubts that current day medicine is 
disease-oriented he need only scan the title 
page of almost any medical journal and note 
how seldom appear the words—man, human, 


2. Samuel W. Bloom, “Changing Perspectives in 
Medical Education: From the View of the Sociology 
of Knowledge,” Pharos, 21 (1958), 3-5. 
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person, or patient. Instead one finds such 
disease-oriented titles as, “The Treatment of 
Hypertension,” “Recent Advances in Dia- 
betes,” “The Gobulins in Multiple Mye- 
loma,” et cetera. Medicine, it would seem, 
has even come to think of disease as if it 
existed of and by itself—in vacuo—so to 
speak. Of course, disease exists only in peo- 
ple or, as Alan Gregg put it so succinctly, 
“There are no diseases; there are only sick 
people.” 


Advantages of Comprehensive Medicine 


It is the assertion of comprehensive medi- 
cine that the best management of many of 
these sick people requires the utilization of a 
great many skills. It requires a penetrating 
understanding of who is the patient as well 
as what is the disease. Thus to manage hy- 
pertension requires only a knowledge of the 
pharmacologic and surgical agents available, 
whereas to manage over many years a per- 
son with hypertension is a much more com- 
plex and demanding problem. (It is, of 
course, a great deal easier to deal at a dis- 
tance with the objective blood pressure read- 
ing in mm. of Hg. than it is to work closely 
with the person. Or for that matter, to deal 
in aseptic, intellectual] interpretations rather 
than with the individual’s intimate and pow- 
erful emotions.) 

Moreover, this primary concern of much 
of medicine with disease, pointed out above, 
has given rise to one of the major stumbling 
blocks of our time, viz., the question, “Is the 
illness organic or functional?” For example, 
the question is posed, “Is schizophrenia or- 
ganic or functional?” This question not only 
appears to contain the implied premise that 
schizophrenia exists of and by itself but it 
overlooks the reality that all one can do is 
measure people along different dimensions. 
If a population is measured along psychi- 
atric dimensions (“functional’’) and a cer- 
tain number of individuals are found to have 
a high degree of introversion, an excessive 
rate of fantasy formation, a high rate of 
hallucinations per unit time, et cetera, we call 
these individuals schizophrenic (and make 
the value judgment that they are sick). We 
could also measure each of these individuals 
along biological dimensions (“organic”) and 


we might find certain disturbances in, let 
us say, serotonin and monoamine oxidase me- 
tabolism. Evider.*ly then there is no such 
thing as organic or functional disease, there 
are only people, all of whom are both organic 
and functional.* 

Comprehensive medicine, then, with its 
person orientation has the advantage that it 
avoids this disease-oriented dichotomy of or- 
ganic and functional. Moreover, the view- 
point of comprehensive medicine appears to 


_ differ significantly from that of traditional 


psychosomatic medicine with its preoccupa- 
tion with causality. For example, the pri- 
mary concern of psychosomatic medicine in 
a patient with ulcerative colitis has been the 
causal role of the emotional conflicts (the 
psychiatric disease) upon the somatic alter- 
ation in the bowel (the pathophysiologic dis- 
ease). Comprehensive medicine prefers to 
emphasize the view that all areas of the pa- 
tient that are sick deserve consideration, 
since we are treating a person, an indivisible 
unit, regardless of the causal role of the area. 
This viewpoint allows the physician to assess 
his patient along several parameters and to 
decide on the basis of his findings in the par- 
ticular patient the need for psychotherapy, 
diet and drugs, surgery or a combination of 
these. The physician, then, is not excluding 
indicated therapy because of lack of proof 
of causality, personal bias or near-total un- 
familiarity with one of the techniques of 
understanding and treating his patient. 


Multidimensional Workup of Every Patient 
Not Prescribed 


We would like to state emphatically, how- 
ever, that we do not necessarily prescribe a 
multidimensional workup of every patient, 
merely for the sake of being comprehensive. 
Thus the patient with prostatic obstruction 
and a distended bladder needs a catheter and 
not an extensive social history. If, however, 


3. One of the objections raised to this eclectic type 
of medicine is that biological measurements are 
superior to psychiatric measurements or to sociologi- 
cal measurements of man. In fact, no single system 
is superior in the overall to any other system. It 
depends merely on the type of measurement one 
wants to make on a patient. Thus the biological sys- 
tem is superior in measuring the blood sugar, but 
the psychiatric is superior in measuring insanity. 
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his anxiety about surgery and its castrating 
connotations prevents him from getting the 
necessary resection, psychiatric understand- 
ing and management are indicated. On the 
other hand, the patient with a complaint in 
every bodily system needs prompt evaluation 
of his social and emotional problems and this 
should not be delayed until every complaint 
has been tracked down by extensive biologi- 
cal tests. This is not to say that the quantity 
of symptoms, per se, determines the degree 
of comprehensive study of the patient. The 
extent that the symptom disrupts the pa- 
tient’s life situation or personal adjustment 
is a more important determinant. We feel, 
then, that this approach is realistic and not 
utopian, in that the emphasis is placed 
where the patient and his problems dictate 
rather than where the physician prefers. 


What is generally needed to teach this 
comprehensive understanding of patients at 
present is a team (internist, pediatrician or 
gynecologist, psychiatrist, social worker and 
at times sociologist, psychologist and cultur- 
al anthropologist) wherein each team mem- 
ber has relatively equal prestige. Moreover, 
each team member should be responsible for 
patient management and should not be al- 
lowed the easy disengagement that is char- 
acteristic of many consultant-patient rela- 
tionships. We feel that no apology is neces- 
sary for this use of multiple teachers. Cer- 
tainly if a team of anatomist, biochemist, 
and physiologist is necessary to teach the 
cell, teaching about the: whole person de- 
mands no less. However, the team members 
must have the ability to get along, must be 
able to shift the leadership role as the occa- 
sion demands, and must not be overly threat- 
ened by the other members. The internists 
should be sensitive to the emotional and so- 
cial aspects of the patients and should ap- 
preciate that facts that are not of a biologi- 
cal nature are still facts. The psychiatrists 
must be able to deal with a large number of 
patients, use aggressive short term tech- 
niques with limited goals, work in a medical 
setting and tolerate their therapeutic limita- 
tions under these conditions. The psycholo- 
gists and sociologists must appreciate the 
exigencies of patient care and be tolerant of 
the slow pace of evolutionary change in med- 
icine’s apparent monolith. Moreover, it 


should be pointed out that the presence of a 
social worker or of a single consulting psy- 
chiatrist or behavioral scientist in a clinic 
dominated by a number of biologically ori- 
ented internists cannot be expected to ac- 
complish any great degree of comprehensive ° 
integration. As a matter of fact, this type of 
organization generally reflects the high de- 
gree of ambivalence of many medical peo- 
ple, even some teaching comprehensive medi- 
cine, toward behavioral and social sciences. 
Needless to say, this less-than-positive atti- 
tude is often transmitted to the students. 
The team type of clinic organization and 
the multi-disciplined philosophy, in our ex- 
perience, allows for a new freedom in clinical 
practice. The patient is valued on the basis 
of his being a person who is sick rather than 
on the basis of the type of sickness he pre- 
sents. This encourages the student to assess 
his patient’s appearance, personality and 
anxiety and his own feelings about the pa- 
tient, as well as the patient’s temperature, 
blood pressure, eye grounds, resonance, and 
masses. It approves a type of interviewing 
and an atmosphere that encourages the pa- 
tient to talk about himself, his problems, and 
his own ideas about his sickness. While this 
atmosphere is humanitarian, the practical 
purpose that it serves is a more precise defi- 
nition of the patient’s real problems and 
beyond this, the type of individual wha finds 
himself with these problems. Our experience 
and research‘ have demonstrated that an un- 
derstanding explanation to the patient of his 
problems, the origin of his illness, is very 
often effective in getting him to handle his 
problems in a more realistic way than re- 
treat into illness and disability. Moreover, it 
is often not enough to define the problem for 
the patient in the negative, viz.: “there is 
nothing organically wrong.’ The positive 
definition of the problem after a careful his- 
tory and thorough examination is much more 
potent therapeutics. While these remarks 
apply especially to patients with psycho- 
physiologic disorders, this kind of under- 
standing is particularly valuable in the man- 
agement of the difficult, the uncooperative, 


4. S. Hagner, William A. Steiger, and Francis H. 
Hoffman, A Two Year Follow-up Study of Patients 
Treated by Senior Medical Students in a Compre- 
hensive Clinic. To be published. 
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and the self-destructive patient with biologi- 
cal disease. Moreover, in the chronic, incur- 
able patient this system places the emphasis 
where it can do the most good, viz.: on as- 
suagement of anxiety and the promotion of 
maximum self-esteem. Beyond these is the 
group of patients whom medicine cannot 
help even with its most sophisticated medi- 
cal, surgical, and psychiatric treatment. It 
has been the goal of the comprehensive 
medicine group to differentiate these pa- 
tients promptly and to deal with them in the 
manner most economical and expeditious 
from the clinic standpoint. 

In summary then, our comprehensive med- 
icine group has encouraged the facing-up to 
the realistic problems of clinic patients as 
delineated by the appropriate techniques 
without prejudice as to their nature (bio- 
logical, psychiatric and social). Once the 
problems have been delineated, the goals of 
therapy are defined in writing by the stu- 
dent-physician and the instructors. Finally, 
the plan of management designed to achieve 
these goals is outlined. Studies of the actual 
operation of these principles have demon- 
strated their success in patient care and in 
clinic efficiency. 


While these results with patients are the 
real test of the comprehensive approach, it 
should be stated that the type of clinic opera- 
tion outlined above has been effective in en- 
lightening our students. This is evidenced by 
our own subjective but intensive experience 
with the students over several years, the 
evaluation of observant visitors to our clin- 
ic,> interviews by a research psychologist, 
and anonymous questionnaires.® 


CONCLUSION 


We have attempted to portray the basic 
philosophy, the personnel, the functioning 
and the overall results of our brand of com- 
prehensive medicine. No claim is made that 
this is the only or the best or the final com- 
prehensive medicine. It is hoped that this 
paper will aid others in defining their own 
operations by pointing up similarities and 
differences from that contained herein. 


5. Personal communication from M. Bogdonoff. 


6. H. Niebuhr, William A. Steiger, Francis H. 
Hoffman, Evaluation of Student Attitudes in a Com- 
prehensive Medicine Clinic. To be published. 


ILLNESS BEHAVIOR AND MEDICAL DIAGNOSES* 


David Mechanic, Ph. D. 
University of North Carolina 


One of the principal tasks of the medical 
sciences is to determine the conditions un- 
der which particular symptoms, or disease 
entities, arise either in individuals or among 
groups of individuals. In order to arrive at 


*The authors are especially grateful to Dr. 
George H. Houck, M.D., and to Deans William Craig 
and William Allaway for their invaluable aid in 
conducting this research. Appreciation is also ex- 
pressed to Professors Richard T. LaPiere, Robert 
A. Ellis, Paul Wallin, and Albert Bandura; to John 
Gilbert and Norman Miller; and to David A. Ham- 
burg, M.D., for their assistance. This project was 
carried out under Research Grant MF-8516 from 
the Public Health Service (National Institute of 
Mental Health) and is more fully described in David 
Mechanic, Socially Induced Stress and Illness: A 
Study in Medical Sociology, Unpublished doctoral 
dissertation, Stanford University, 1959. 


Edmund H. Volkart, Ph. D. 
Stanford University 


etiological theories, we usually study “sick” 
persons who reach medical attention. How- 
ever, these persons might not be representa- 
tive, in some sense at least, of all the “sick”’ 
persons having the particular disease under 
study. If this is the case, it becomes difficult, 
if not impossible, to ascertain which of the 
observations are characteristic of the disease 
itself and which are characteristic of a selec- 
tively biased population. 

These preliminary remarks point to the 
necessity of systematic study of disease in 
contexts outside as well as within the lab- 
oratory. In such endeavor there is a neces- 
sary link between medicine and the behav- 
ioral sciences, for the latter are concerned 
with the conditions under which men behave 
as they do, and the etiological theories re- 
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ferred to above seem to involve behavioral 
phenomena as well as purely clinical ones. 
Under what conditions do symptomatic per- 
sons seek medical care? Are the ones who do 
come under medical scrutiny representative 
of larger groups of persons with the same 
or similar physical complaints? Or are there 
systematic biases operating to make some 
persons, rather than others, appear more 
frequently for medical care? And, if such 
biases are present, are they reflected in the 
differential frequency with which various 
diagnoses are made? 

_ That the behavioral sciences can shed some 
light on such questions is indicated, for ex- 
ample, by the researches of Koos and Saun- 
ders. Koos! found that upper class persons 
more often reported themselves ill than low- 
er class persons, and also that they were 
more likely to seek treatment when afflicted. 
Lower class persons, on the other hand, re- 
ported themselves to be less often ill, and 
were the least likely of all persons in the 
community studied to visit a physician. Sim- 
ilarly, Saunders,? comparing the attitudes 
and behavior of Spanish- and English-speak- 
ing (the “Anglos’’) populations in the South- 
west, found many differences in the way the 
two populations responded to illness and 
used medical facilities. Whereas the “Ang- 
los” preferred modern medical science and 
hospitalization for many illnesses, the Span- 
ish-speaking people were more likely to rely 
on folk-medicine, and family care and sup- 
port. 


A CONCEPT OF ILLNESS BEHAVIOR 


Such considerations lead us to propose a 
concept of illness behavior. By this term we 
refer to the ways in which given symptoms 
may be differentially perceived, evaluated, 
and acted (or not acted) upon by different 
kinds of persons. Whether by reason of edu- 
cation, religion, class membership, occupa- 
tional status, or whatever, some persons will 


1. Earl Koos, The Health of Regionsville: What 
the People Thought and Did About It (New York: 
Columbia University Press, 1954). 

2. Lyle Saunders, Cultural Differences and Medi- 
cal Care (New York: Russell Sage Foundation, 
1954). 


make light of symptoms, shrug them off, and 
avoid seeking medical care; others will re- 
spond to the slightest twinges of pain or 
discomfort by quickly seeking such medical 
care as is available.* In short, the realm of 
illness behavior falls, logically and chrono- . 
logically, between two major traditional con- 
cerns of medical science: etiology and ther- 
apy. Variables affecting illness behavior 
come into play prior to formal medical scrut- 
iny and treatment, but after etiological pro- 
cesses have been initiated. In this sense, ill- 
ness behavior even determines whether diag- 
nosis and treatment will begin at all. 

Thus we are dealing with an important 
area of medical sociology and it becomes a 
matter of both practical and theoretical con- 
cern to discover the sources and conse- 
quences of different illness behaviors. And 
if, in given populations, there are systematic 
differences in illness behavior this fact has 
obvious implications for public health pro- 
grams,‘ estimated needs for medical care, 
medical economics, and our understanding 
of health and illness in general. 

Against this background, the research to 
be described here explores one facet of ill- 
ness behavior: the extent to which variations 
in illness behavior are reflected in the rela- 
tive frequency of various medical diagnoses. 

The concept of “the social role of the sick 
person,” as developed by Talcott Parsons,® 
provides a convenient starting point. Accord- 
ing to Parsons’ analysis, when a person’s ill- 
ness has been legitimized by medical sanc- 
tion, or that of intimates and/or persons 
having influence over him, the person occu- 
pies a special role in society. During the 
time of the sickness he may be relieved of 
usual demands and obligations, and his “sick 
role” takes priority over other social roles 
(e.g., occupational, familial). The existence 


3. In a future paper, we shall present data bear- 
ing on the social correlates of different types of 
illness behavior. 

4. Many programs in health education recognize 
this problem explicitly or implicitly. See, for ex- 
ample, various issues of Health Education Mono- 
graphs, Oakland, California, Society of Public 
Health Educators; and Ozzie G. Simmons, Social 
Status and Public Health (New York: Social Science 
Research Council, May, 1958), Pamphlet 13. 

5. Talcott Parsons, The Social System (Glencoe: 
The Free Press, 1951), especially Chapter 10. 
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of such a favored role thus introduces an 
important variable into the realm of illness 
behavior: it may motivate people, conscious- 
ly or unconsciously, to seek and adopt the 
role as an escape mechanism.® 

For present purposes, the utility of Par- 
sons’ conceptualization is that it permits us 
to think about persons who may have either 
a high or a low tendency to adopt the sick 
role. Moreover, if measures of this tendency 
can be established, we have at least a crude 
index of the probable illness behavior of dif- 
ferent persons. In a related paper,’ for 
example, we have been able to distinguish 
several levels of the tendency to use the 
health facility available to a given popula- 
tion; and it was shown that the frequency 
of visits to the facility was very largely a 
function of this variable. The present re- 
port simply goes one step further by raising 
the question as to whether or not significant 
differences in types of diagnoses would be 
found between persons with a high tendency 
to adopt the sick role and those with a low 
tendency. 


RATIONALE 


The rationale of the research may be 
briefly stated. A given illness may be re- 
garded as having certain dimensions or 
characteristics, more or less perceptible to 
the sick person and possibly to others in his 


6. The form and definition of the “sick role” will 
vary with the social system being considered, and 
changing situational and group factors. See the dis- 
cussion in David Mechanic, “Illness and Social Dis- 
ability: Some Problems in Analysis,” Pacific Socio- 
logical Review, 2 (1959), 37-41. 

7. David Mechanic and E. H. Volkart, “Stress, 
Illness Behavior and the Sick Role,” paper to appear 
in the American Sociological Review. The measure 
of tendency to adopt the sick role used in this study 
(the student’s reported likelihood to come to the 
health service) is only one aspect of sick role adop- 
tion in Parsonian terms. No doubt, the tendency to 
visit a physician is some indication of the larger 
tendency, but this particular measure fails to tell 
us if a person is actually ready to relieve himself 
of other role obligations. Also, since these questions 
were asked “after the fact,” it is possible that the 
responses were, in part, influenced by what the 
students actually did during their freshman year. 
Preferably, the tendency to adopt the sick role should 
be measured prior to the period during which the 
respondent’s illness behaviors are to be studied. 


social environment. In the present context 
four such dimensions seem of particular im- 
portance: 


(1) The frequency with which the illness 
occurs in a given population, i.e., its 
commonality ; 

(2) The relative familiarity of the symp- 
toms to the average member of the 
group, 

(3) The relative predictability of the out- 
come of the illness; and 


(4) The amount of threat and loss that 
- is likely to result from the illness. 


The first two dimensions refer to the prob- 
lem of “‘illness recognition ;” the last two to 
the problem of “illness danger.” When a 
particular symptomatology occurs more in- 
frequently in the population, is more diffi- 
cult to recognize, and when its mystery then 
casts the shadow of danger, there is likely to 
be a greater sense of urgency and concern.® 


The common cold, for example, as its name 
suggests, is both easily recognizable and rel- 
atively devoid of serious danger—at least 
initially. Hepatitis, on the other hand, is less 
often encountered by most persons and is 
more likely (and accurately) to be perceived 
as potentially dangerous. 

The point of this approach to illness is 
that persons with a high tendency to adopt 
the sick role are quite likely to seek medical 
aid under slight provocation: whether their 
symptoms are common and familiar, or un- 
usual and perplexing, they will probably seek 
medical diagnosis and treatment immedi- 
ately. Persons with a low tendency to adopt 
the sick role, on the other hand, are more 
likely to ignore ‘“‘routine” illnesses and com- 
mon aches and pains: only the more unusual 
or severe illnesses should bring them to med- 
ical attention. 

Accordingly the hypothesis was proposed 
that there is a functional relationship be- 
tween types of medical diagnoses and the 


8. The range of illnesses to which these criteria 
apply will vary with different populations and will 
be dependent upon past experience with illness as 
well as with medical knowledge and practice. In this 
research the assumption is made that our criteria 
“fit” the perceptions and knowledge of relatively 
well-educated, upper and upper-middle class students 
of a private university. 
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different tendencies to adopt the sick role. 
More specifically it was thought that, while 
persons with a high tendency to adopt the 
sick role will contribute disproportionately 
to all diagnoses, the disproportion will be in- 
creased significantly in those diagnostic cate- 
gories which reflect relatively common, fa- 
miliar, predictable, and usually non-danger- 
ous illnesses. 


A second independent variable—perceived © 


stress—will be introduced later in this paper. 
In another research report,® we indicated 
that frequency of visits to a medical facility 
is related, in part, to perceived stress. It is 
our further expectation that while the ten- 
dency to adopt the sick role will be related 
to the diagnoses -meeting the criteria already 
specified, perceived stress will be related to 
categories of illness more commonly re- 
garded as “psychosomatic.” 


RESEARCH PROCEDURES 


The study was conducted with 614 male 
members of the freshman class of a large 
university and data were collected by ques- 
tionnaires and an investigation of student 
health records. Since the basic methodology 
has been described in two other reports,!® 
the present discussion will be confined to 
items pertaining only to this research prob- 
lem. 

As has been indicated the general concept 
of “illness behavior” is here approached 
through the sub-concept of “tendency to 
adopt the sick role.” Treating the latter as 
a variable, it was measured by responses to 
the following questions: 


During the past school year would you 
have reported to the University Health Serv- 
ice in the following hypothetical situations? 


(A) You have been feeling poorly for a 
few days 
0) Certainly 
1) Probably 
2) Not very likely 
3) Very unlikely 


9. David Mechanic and E. H. Volkart, op. cit., 
footnote 7. 

10. See, David Mechanic, Unpublished Doctoral 
Dissertation, Stanford University, 1959; and foot- 
note 7 above. 


(B) You felt you had a temperature of 
about 100 
0) Certainly 
1) Probably 
2) Not very likely 
3) Very unlikely 


(C) You felt you had a temperature of 
about 101 
0) Certainly 
1) Probably 
2) Not very likely 
3) Very unlikely 


Responses to these questions were weight- 
ed equally and scored, the scores ranging 
from “0” (highest tendency to adopt the sick 
role) to “9” (lowest tendency to adopt the 
sick role). The final categories used in the 
analysis were: 


(1) High Tendency persons (scores 0-3) 


(2) Moderate High Tendency persons 
-  (seores 4-5) 


(3) Moderate Low Tendency persons 
(score of 6) 


(4) Low Tendency Persons (scores 7-9) 


The number of subjects in each category 
was, respectively: 89, 225, 87, and 202. 


Medical data were obtained from the 
Health Service records for this population. 
Because of the multiplicity of specific diag- 
noses, it was decided to codify and reduce 
them to some systematic order. For this pur- 
pose, a recording matrix was developed. 
Down the vertical axis were 14 “etiological” 
categories (viral, allergic, traumatic, malad- 
justment, et cetera); and across the hori- 
zontal axis were 12 “sites” of illness (includ- 
ing mood and behavior as well as bodily sys- 
tems such as cardiovascular, neuromuscular, 
et cetera.) 

The matrix provided 168 cells and each 
specific diagnosis was entered into its ap- 
propriate location in the matrix. For exam- 
ple, acne was classified as “skin unknown,” 
influenza as “viral respiratory,” a fractured 
leg as “traumatic skeletal,’”’ and so on. The 
placements were made jointly by a physician 
and a sociologist, and in the vast bulk of 
placements there was no problem of ‘classifi- 
cation; in approximately only 5 per cent of 
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the total was there any need for a purely 
arbitrary designation." 

This is not the place to discuss the matrix 
in detail, but it should be noted that it pro- 
vides a somewhat convenient way of order- 
ing many diverse phenomena. It also permits 
investigators to focus on illness “sites,” ir- 
respective of etiology, e.g., gastrointestinal, 
skin; or on a given etiological category, ir- 
respective of site, e.g., viral, traumatic; or 
the possible. combinations of etiologies and 
sites, e.g., viral respiratory, or bacterial skin. 

Only sixteen of the total 168 categories 
were used in the analysis of the data. These 
were chosen because they seemed theoreti- 
cally relevant, in terms of previous “psycho- 
somatic” researches, and also because these 
categories included sufficient cases to per- 
mit statistical analysis. The classifications 
used were: respiratory, gastrointestinal, 
skin, special sense organs, traumatic, infec- 
tious bacterial, viral, unknown, poisoning, 
allergic, maladjustments and neuroses, viral 
respiratory, infectious bacterial respiratory, 
mood neuroses and maladjustments, skin un- 
known, and German measles (a diagnosis 
listed separately) .!* 

Since the hypothesis specified that persons 
with a high tendency to adopt the sick role 
would be over-represented in illnesses com- 
mon in the population studied, relatively fa- 
miliar, predictable in outcome, and probably 
not very serious, it then became necessary to 
designate the illness categories of the matrix 
which met the stated criteria. Since the cri- 
teria could vary independently of each other, 
it was decided to specify first those illness 
categories which, because of frequency of 
occurrence, could be regarded as “common,” 
and then to select from amongst these the 
illness categories that met the other criteria 
as well. 


11. One. shortcoming of the research was the 
inability to secure reliability measures for the diag- 
nostic data, i.e., the extent to which different physi- 
cians at the Student Health Service would agree on 
the original, recorded diagnoses; or the extent to 
which they favored some diagnosis at the expense 
of others. We do not believe, however, that this 
failure seriously affects the reported results. 

12. German measles, while viral in origin, affects 
so many different bodily systems, that it seemed 
wise to record it as a separate diagnosis rather than 
to give it a specific bodily location. 


Because we were dealing with a young, 
highly selected and relatively healthy popu- 
lation, it was decided that any illness cate- 
gory occurring in 10 per cent or more of 
the population could be regarded as common. 
Seven of the original 16 categories met this 
criterion: respiratory (48 per cent), skin 
(32 per cent), viral (46 per cent), traumatic 
(33 per cent), infectious bacterial (17 per 
cent), viral respiratory (40 er cent), and 
infectious bacterial respiratory (10 per 
cent). Of these, five seemed to conform more 
or less to the other stated criteria (famili- 
arity, predictability, and low degree of 
threat) in that they were overwhelmingly 
composed of such diagnoses as pharyngitis, 
warts, common colds, laryngitis, et cetera: 
respiratory, viral, infectious bacterial, viral 
respiratory, and the infectious bacterial res- 
piratory. 


The two remaining classifications, trau- 
matic and skin, posed certain problems be- 
cause they encompassed such a heterogene- 
ous collection of illnesses and injuries. In- 
cluded were fractures and concussions as 
well as minor cuts and abrasions; serious al- 
lergies and skin poisonings as well as cuts 
and bruises. They were not included in the 
illness categories which met the stated cri- 
teria above, nor were they included in the 
illness categories which did not seem to meet 
the stated criteria. The latter included aller- 
gic, unknown, special sense organs, gastro- 
intestinal, maladjustments and neuroses, poi- 
soning, unknown skin, mood maladjustments 
and neuroses, and German measles. In other 
words, we excluded the skin. and traumatic 
categories from any specific hypotheses, and 
simply analyzed them for reasons of inter- 
est. 


RESULTS AND DISCUSSION 


It was predicted that the five illness cate- 
gories which conformed to the stated cri- 
teria would be highly associated with a high 
tendency to adopt the sick role.4* This was 
established for the respiratory, viral, viral 
respiratory, infectious bacterial, and infecti- 
ous bacterial respiratory categories, the as- 
associations all being highly significant, as 
shown in Table 1.1* 
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Table 1 


Percentage of Viral Respiratory Conditions 
Among Various Tendency Groups 








Viral Respiratory Conditions 





Twoor Total 
More Per cent 


Level of Expressed 
Tendency None One 





High expressed 
tendency (N 89) 45 37 18 100 


Moderate high 
expressed 
tendency (N 225) 54 


Moderate low 
expressed 
tendency (N 87) 67 


Low expressed 
tendency (N 202) 73 21 


Chi square (31.16); (df 6); P<.001 





The allergic, poisoning, unknown skin, 
mood maladjustment and neuroses, malad- 
justment and neuroses, and the German 
measles categories yield the results expected 
by the hypothesis. They revealed no large or 
statistically significant associations with the 
tendency to adopt the sick role, even when 
the categories were combined in various 
ways (Table 2). 


18. Because it is not feasible to reproduce all of 
the 32 tables which summarize the findings, we shall 
present “sample tables” to convey the sense of the 
data and findings. All of the tables will be found 
in the dissertation mentioned in footnote 9, above. 
The chi-square, a non-parametric statistical tech- 
nique was used throughout. In all cases where df 
equals one, the Yates correction for continuity was 
used. Two-tailed probabilities are reported, although 
a priori predictions were made. The reported chi- 
square, therefore, is a conservative estimate of sig- 
nificance. It should be noted in Tables 3 and 6 that 
the chi square is calculated on combined categories 
rather than the original percentages reported in the 
tables. Please refer to footnotes 16 and 24 for fur- 
ther clarification. 


14. The respiratory, viral, and viral respiratory 
categories were significant at better than the .001 
level with six degrees of freedom. The infectious 
bacterial category was significantly associated with 
a high tendency at better than the .01 level, also 
with six degrees of freedom. In the infectious bac- 
terial respiratory category there was a slight re- 
versal between the moderate high and moderate low 
tendency groups. When combined in the analysis, 
there was a significant association at better than 
the .001 level with two degrees of freedom. 


Table 2 


Percentage of Allergic Conditions Among 
Various Tendency Groups 








Allergic Conditions 


Level of Expressed Oneor Total 

Tendency None More Per cent - 
High expressed 

tendency (N 89) 89 11 100 
Moderate high expressed 

tendency (N 225) 92 8 100 
Moderate low expressed 

tendency (N 87) 95 5 100 
Low expressed 

tendency (N 202) 94 6 100 


Chi square not significant 











Further analysis revealed that some of the 
illness conditions which did not seem origi- 
nally to meet the stated criteria were some- 
what associated with the tendency to adopt 
the sick role, but not to such a great extent. 
These were: the gastrointestinal, special 
sense organs, and “unknown” classifications. 
As the tendency to adopt the sick role in- 
creases, the percentage of persons having 
gastrointestinal disorders also increases.'® 
The relationships between tendency to adopt 


the sick role and special sense and “un- 
known” conditions were not significant un- 
less categories are combined in various ways, 
and then these relationships only barely 
reach significance.!® (See Table 3). 


Table 3 


Percentage of Special Sense Conditions 
Among Various Tendency Groups 








Special Sense Conditions 


Level of Expressed One or Total 
Tendency None More Per cent 
High expressed 
tendency (N 89) 89 
Moderate high expressed 
tendency (N 225) 91 
Moderate low expressed 
tendency (N 87) 93 
Low expresesd 
tendency (N 202) 95 


Chi square (3.36); (df 1), P<.10 











15. This relationship is significant at better than 
the .05 level with four degrees of freedom. 

16. The relationship between tendency to adopt 
the sick role and special sense conditions was not 
significant, except that, if the high and moderate 
high and low and moderate low tendency groups are 
combined, the relationship, with one degree of free- 
dom, reaches the .10 level of significance. 
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While the foregoing results were not an- 
ticipated, there is little reason to believe that 
they are inconsistent with the basic hypo- 
thesis. The gastrointestinal category includes 
such common and mundane complaints as 
stomach aches and indigestion as well as 
more serious conditions. The special sense 
category includes such familiar events (for 
males) as black eyes and bloody noses as 
well as more serious ear and eye infections. 
The frequency of such minor illnesses and 
injuries in a male college population prob- 
ably accounts for the observed association. 
The “unknown” category is self-evidently 
problematic, but the results were barely sig- 
nificant. 


The traumatic category proved to be an 
interesting one. In general, traumatic con- 
ditions were not associated with the tenden- 
cy to adopt the sick role. When persons 
having traumatic conditions were compared 
with those who did not, there was no sig- 
nificant association. Yet a relationship does 
appear when the frequency of traumatic 
conditions is analyzed. While 17 per cent of 
the high tendency persons had two or more 
traumatic injuries, only 6 per cent of the 
other subjects did.17 (See Table 4.) 


Table 4 


Percentage of Traumatic Conditions 
Among Various Tendency Groups 








Traumatic Conditions 


Level of Expressed Oneor Twoor Total 
Tendency Less More Per cent 








High expressed 

tendency (N 89) 83 17 
Other tendency groups 

(Moderate high, 

Moderate low, 

and low) (N 514) 94 


Chi square (9.32); (df 1), P<.01 





One explanation of the observed difference 
may be found in the earlier discussion point- 
ing out that this category included both mild 
and severe conditions. Persons with a low 


17. When persons with a high expressed tendency 
to adopt the sick role are compared with all others, 
and those with one or no traumatic conditions are 
compared with those with two or more such condi- 
tions, the relationship with one degree of freedom 
is significant at better than the .01 level. 


or moderate tendency to adopt the sick role 
presumably would seek medical care only. 
when rather serious traumatic injuries oc- 
cur; and, in the time period under study 
(approximately nine months) it is unlikely 
that they would have experienced many in- 
juries that were severe. Persons with a high 
tendency, on the other hand, visit a medical 
facility for almost any kind of traumatic 
condition, simple as well as serious. As a 
consequence, it is more likely that differ- 
ences between the two groups would appear 
in regard to multiple injuries—assuming, of 
course, that neither group is necessarily 
more “accident prone” than the other.'® 

As for skin conditions, there was a slight 
reversal between the moderate low and low 
tendency groups. If they are combined, and 
if those having one or more skin conditions 
are treated as a group and compared to those 
having no skin conditions, the tendency to 
adopt the sick role is significantly related to 
skin conditions.'!® If the analysis is made in 
terms of two or more skin conditions, the 
observed effect is slightly more pronounced 
than that for traumatic injuries: while 16 
per cent of the high tendency persons had 
two or more skin conditions, only 5 per cent 
of the low tendency subjects did. 

The basic hypothesis of the study, then, is 
confirmed. IlInesses which were common, rel- 
atively familiar, predictable, and probably 
non-dangerous were significantly related to 
the tendency to adopt the sick role. In gen- 
eral, significant relationships are not found 
for illnesses failing to meet these criteria. 
Traumatic conditions have a variable rela- 
tion to the tendency to adopt the sick role, 
being positively related when two or more 
such conditions are used in the analysis. In 
sum, it may be concluded that in the popula- 


18. In this connection, it should be noted that the 
variables of high and low tendency to adopt the 
sick role may be particularly relevant to the phe- 
nomena of “accident proneness.” Thus, we would be 
interested in learning if persons labeled as “accident- 
prone” do, in fact, have more accidents than other 
persons, or whether their multiple appearances for 
medical care after “accidents” are simply a function 
of their having a particularly high tendency to 
adopt the sick role. 

19. The chi square value with two degrees of 
freedom is 9.72, significant at better than the .01 
level. 
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tion studied there are sytematic, non-medical 
variables which influence who is likely to 
appear for medical care, and which result in 
characteristically different types of diag- 
noses.2° The significance of these findings 
may be appraised more readily if they are 
placed in the context of relationships be- 
tween stress and disease. 


THE SICK ROLE AND PERCEIVED STRESS 


As part of the present study, respondents 
were also classified according to the amount 
of perceived stress they reported during the 
research period. Respondents were divided 
into four stress groups.”! All of the stress 
measures used were somewhat related to the 
tendency to adopt the sick role, but to facili- 


20. Because two of the questions used to measure 
the tendency to adopt the sick role involved reactions 
to temperature, and since many of the illnesses 
associated with tendency also involved high tem- 
peratures, there was a possibility that the results 
were an artifact of the research design. To check 
this, an analysis was made of responses to the fol- 
lowing item: “During the past school year would 
you have reported to the Health Service if you had 
been feeling poorly for a few days?” Responses were 
trichotomized, including “certainly,” and “probably” 
in one category, and “not very likely” and “very 
unlikely” as the second and third categories. The 
resulting groups were analyzed in relation to the 
various illness categories, yielding essentially the 
same findings as were obtained by the over-all 
tendency measure. Had this result not occurred, 
there would have been serious questions about the 
validity of the measure actually used. . 


21. In this study, “stress” was defined operation- 
ally as the individual’s reported perception of the 
frequency with which he was bothered by loneliness 
and nervousness. Further details are found in the 
items previously referred to. It should be noted, 
however, that the stress measure was significantly 
associated with worry, difficulty, dissatisfaction, 
perception of a stressful environment, and being 
troubled by inability to sleep, headaches and indi- 
gestion. 


22. It would have been desirable to obtain rela- 
tionships between stress and the illness categories, 
at varying degrees of tendency to adopt the sick 
role. However, the relatively small number of cases 
of illness made such controls difficult for individual 
diagnostic categories. For this reason, we used the 
stress measure that was most independent of asso- 
ciation with the tendency to adopt the sick role, 
although even this measure was significantly asso- 
ciated with the tendency measure at better than 
the .10 level. 


tate analysis, the measure most independent 
of tendency was used as the primary stress 
indicator.*? When the various stress groups 
were viewed in regard to the diagnostic cate- 
gories there was a small, but statistically 
insignificant, association with the infectious 
bacterial, special sense organs, and unknown 
skin classifications. Further, only slight and 
statistically insignificant relationships were 
found between stress and the “unknown,” 
gastrointestinal, respiratory, viral, viral re- 
spiratory, and infectious bacterial respira- 
tory categories. (Table 5). 


Table 5 


Relationship Between Stress and Viral Respiratory 
Conditions Stated in Percentages 








Viral Respiratory Conditions 

Level of Perceived Twoor Total 

Stress None One More Per cent 
High stress (N 50) 56 : 8 
Moderate high 

stress (N 140) . 59 29 12 
Moderate low 

stress (N 287) 61 28 100 
Low stress (N 133) 64 25 100 
Chi square not significant 











On the other hand, stress was related to 
some illness categories not related to the 
tendency to adopt the sick role. 


Table 6 


Relationship Between Stress and Allergy Conditions 
Stated in Percentages 








Allergy Conditions 

Level of Perceived One or Total 

Stress None More Per cent 
High stress: (N 50) 82 18 
Moderate high 

stress (N 140) 92 
Moderate low 

stress (N 287) 94 100 
Low stress (N 133) 93 100 
Chi square (8.42); (df 2), P<.02 











For example, when the high and moderate 
high, and the low and moderate low cate- 
gories were combined, there was a statisti- 
cally significant relationship between stress 
and maladjustment and neurotic conditions." 
Similarly, mood maladjustments and neu- 


23. This relationship is significant at better than 
the .01 level with one degree of freedom. ~ 
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roses were significantly related to stress. As 
for allergic conditions, while 18 per cent of 
the high stress group had such conditions, 
only 7 per cent of the low stress persons had 
them. When the two lower stress categories 
were combined, stress was significantly re- 
lated to allergies.2* Somewhat similar rela- 
tionships obtained between stress and two or 
more traumatic conditions, and two or more 
skin conditions. 


CONCLUSIONS 


In this paper we have presented data indi- 
cating that various types of medical diag- 
noses are differentially related to two inde- 
pendent variables: the tendency to adopt the 
sick role, and the degree of perceived stress. 
Illnesses that are relatively common, familiar, 
predictable, and non-threatening, are highly 
associated with a higrh tendency to adopt the 
sick role but not with stress; some other ill- 
nesses that do not meet these criteria are 
significantly associated with stress. 

It should be apparent that in presenting 
these data, we are not suggesting etiological 
hypotheses. That is, we do not believe that 
persons with a high tendency to adopt the 
sick role have the more routine illnesses more 
frequently than do persons with a low ten- 
dency; nor do we subscribe to the view that 
stress is a necessary condition in the illnesses 
which we found to be associated with it. 


Rather, the principal significance of our 


data, we think, is that they demonstrate the 
difficulty of constructing valid etiological 
hypotheses on the basis of clinic or hospital 
cases. These, in reality, may be highly select 
and biased cases, especially in situations 
where we are concerned with the more “sim- 
ple’ illnesses. The observation, for example, 
that persons who are ill (with whatever 
diagnosis) are also under stress is inade- 
quate for.an assertion of causality. Individ- 
uals under similar conditions of stress may 
or may not develop particular symptoms of 
illness; and, also, whether they do or do not 
appear in medical statistics is more likely to 
reflect their patterns of illness behavior than 
their particular forms of illness. Therefore, 
it is necessary to learn a good deal more 
about the various attitudes, values, and so- 
cial definitions applied to various symptoms, 
and how these social factors determine who 
appear to assume a “patient” role. 

Our general conclusion is that, if more 
precise theories of etiology are to be devel- 
oped, future studies of social factors in ill- 
ness must be initiated; and more careful so- 
cial controls must be instituted in medical 
researches. In particular, the variable we 
have defined here as illness behavior cannot 
be ignored. If rigorous and frequent controls 
are used, it may soon be possible to disting- 
uish between phenotypical and genotypical 
factors in disease etiology. 


24. This relationship is significant at better than 
the .02 level with two degrees of freedom. 


THE DISTRIBUTION OF HOSPITAL BEDS 
NEEDED IN A REGION 


Milton I. Roemer, M.D. 


Sloan Institute of Hospital Administration 


Graduate School of Business and Public Administration 


The regional concept has long influenced 
our planning of hospital facilities in the 
United States and elsewhere, and since 1946 
its principles have been embodied in the 
federal law providing grants to the states 
for hospital construction. The concept, of 
course, assumes that for common and rela- 
tively simple medical conditions, patients 
will be hospitalized in their home communi- 


Cornell University 


ties, whether these be rural villages, fair- 
sized towns or large metropolitan centers. 
For conditions of greater severity and com- 
plexity, they will tend to go increasingly 
from the rural and small-town localities to 
the urban centers. 

Planning the bed capacities of hospitals 
in large, middle-sized, and small communi- 
ties, therefore, must assume that the insti- 
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tutions in large cities—the regional centers 
—serve not only their own local populations, 
but also a portion of the cases in surround- 
ing areas. The intermediate or district hos- 
pitals also serve some outlying cases in 
addition to all the local ones (except those 
going to the regional centers). Only the 
small rural or community hospitals need a 
bed supply sufficient solely to serve their 
immediately local population. 

The National Hospital Survey and Con- 
struction Act has regarded each state in the 
continental United States as a hospital re- 
gion or a combination of regions, and has 
postulated the desirability of statewide bed 
supplies of 4.5 to 5.5 beds per 1000 popula- 
tion, depending on population density (the 
more sparsely settled states being regarded 
as needing proportionately more beds). 
Within each state or hospital region, how- 
ever, there are serious questions as to how 
these 4.5 beds, let us say, per 1000 total state 
population should be distributed. This paper 
is devoted to an examination of this question 
of bed distribution inside a hospital region. 


REGIONALIZATION AND URBAN TRENDS 


For the sake of simplicity in planning, . 


Mountin, Pennell and Hoge reasoned in 1945 
as follows: starting from the periphery of 
the hospital region, each relatively isolated 
rural district should be served by 2.5 beds 
per 1000 of its local population. In addition 
this rural community should be served by 1.5 
beds per 1000 in the district or intermediate 
hospital and a further 0.5 beds per 1000 in 
the regional center. Thus the people in a 
rural community of, let us say, an even 1000 
population would be served by an aggregate 
of 4.5 beds distributed at three locations in 
the region. Likewise in the community served 
close-at-hand by a district hospital, 4.0 beds 
per 1000 population would be provided plus 
a supplementary 0.5 beds in the regional 
center. And in the metropolitan center, all 
4.5 beds per 1000 would be locally available.' 

Put in another way, this would mean that 
in a peripheral rural district approximately 
56 per cent (2.5/4.5) of bed needs would be 


1. Louis S. Reed and Helen Hollingsworth, How 
Many General Hospital Beds Are Needed? Washing- 
ton: Public Health Service, 1953. 


met locally, while 33 per cent (1.5/4.5) 
would be met at the district center, and the 
balance of 11 per cent (0.5/4.5) would be 
met at the regional center. In the communi- 
ties served by district or intermediate hos- 
pitals, about 89 per cent (4.0/4.5) of needs . 
would be met locally and the remaining 11 
per cent in the regional center. In the metro- 
politan communities, 100 per cent of needs 
(4.5/4.5) would presumably be met locally. 

We all know that this is an over-simplifi- 
cation of the regional concept which has, 
nevertheless, been useful for planning pur- 
poses. There has been a perfectly natural 
tendency, however, for state planning agen- 
cies to hue to the line of this concept—for 
want of any more accurate guides—in mak- 
ing decisions on priorities for bed construc- 
tion needs. Thus, the top priorities have 
almost everywhere gone to small towns and 
rural communities, where a theoretical 2.5 
beds per 1000 local population did not exist. 
Since the Hill-Burton law was enacted 
largely to improve hospital facilities in rural 
areas, this emphasis has certainly been ap- 
propriate.’ 

Meanwhile, the urbanization of America 
has continued. Proportionately more and 
more families are moving from the rural 
areas to the cities or their suburbs. This 
urbanization has, however, not taken the 
same form everywhere. In the small densely 
populated states of the Northeast the popu- 
lation flow has been different from that in 
the thinly populated states of the Great 
Plains and the West. In the former, there 
has been growth not only of the large cities, 
but around them have grown sprawling sub- 
urbias and many small towns have become~ 
lively satellite cities; in driving through a 
northeastern state we hardly recognize where 
one town begins and the other one leaves 
off. In the latter (sparsely settled states), 
on the other hand, there has been a heavy 
concentration of population growth in a 
handful of metropolitan centers, at the ex- 
pense of both the rural areas and of many 
small towns and villages in-between. 


2. Leslie Morgan Abbe and Anna Mae Baney, 
The Nation’s Health Facilities: Ten Years of the 
Hill-Burton Hospital and Medical Facilities Pro- 
gram. Washington: Public Health Service, 1958. 
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The utilization of hospitals has been 
directly influenced by these diverse patterns 
of urbanization. It has been further influ- 
enced by a second factor operating in the 
sparsely settled regions, namely, the increas- 
ing tendency of rural and small-town resi- 
dents to travel past their local or even their 
district hospitals into the great urban cen- 
ters for medical care. With more education, 
better cars and rosds, and higher incomes, 
country-dwellers are less satisfied than 
formerly with small-town medical care. In- 
stead of a general practitioner, they want 
a specialist, and instead of having the 
operation in a 50-bed rural hospital, they 
want it in a 500-bed medical center. The 
situation is very different in the densely 
populated states where medical and surgical 
specialists, served by appropriate hospital 
facilities, are found in the middle-sized towns 
as well as the big cities. 

The result is what appears to be a dif- 
ferent gradient of pressure for hospital beds 
in the larger cities of some states than of 
other states. In a word, there is reason to 
expect greater pressure on the hospital beds 
in large cities of sparsely settled regions 
than in comparably-sized cities of densely 
settled regions. If this is true, the system 
of priorities for subsidizing hospital con- 
struction under the federal aid program 
should likewise differ, depending on the 
urbanization pattern of the state. In this 
paper, data will be presented in two parts, 
designed to demonstrate especially the 
deviance of current hospital experience in 
sparsely populated regions from the original 
expectations of the federal Hospital Survey 
and Construction Act. These parts are: (1) 
an analysis of the detailed flow of patients 
in one sparsely-settled region and (2) a com- 
parison of hospital occupancies in different- 
sized cities of sparsely settled versus densely 
settled regions. 


PATIENT-FLOW IN A SPARSELY-SETTLED 
REGION 


Evidence on the increasing pressure for 
hospital beds in the largest cities of sparsely 
settled states is available, in striking form, 
from Saskatchewan. While outside the 
United States, this Canadian province is very 


similar to states in the Great Plains of our 
country, and its program of universal hos- 
pital insurance, operating since 1947, pro- 
vides remarkably complete tabulations on the 
hospital experience of about 900,000 persons. 
A central statistical office provides data on 
all hospital cases in this population, classi- 
fied by place of residence in the province and 
place® of hospitalization anywhere inside or 
outside the province. 

At the end of World War II, the plan for 
hospital bed construction and location in 
Saskatchewan was based on the same re- 
gional concept as has been applied in the 
United States. For the conditions of life in 
this province and the social philosophy rep- 
resented in removing all economic barriers 
to hospital admission or length of stay, how- 
ever, a province-wide supply of more than 
4.5 to 5.5 beds per 1000 was considered nec- 
essary. The goal set and actually realized, 
in fact, was 7.5 general hospital beds per 
1000 population. 

Without explaining all the reasons for this 
high bed supply (by U. S. standards), it is 
the distribution of these beds among the 
different levels in the hospital region that 


may be examined here. At the outset of the 


generalized hospital insurance program in 
Saskatchewan, mindful of the Mountin-Pen- 
nell-Hoge formula, the allocation of 7.5 beds 
per 1000 needed was to be distributed among 
different types of hospitals as shown in 
Table 1. Thus, populations living anywhere 
would be accessible to the same ratio of beds, 
although these beds would be located at dif- 
fering distances, depending on a person’s 
place of residence.’ 
Table 1 

Estimated Distribution of General Hospital Beds 
Needed in Various Hospitals Serving the Population 
Residing Throughout a Region. Saskatchewan, 1947 


Estimated Beds for Each 1000 Popula- 
tion Residing in the Service Area of a: 














Type of Rural District Regional Base 
Hospital Hospital Hospital Hospital Hospital 
Rural 4.5 ge 

District 1.0 5.5 me 

Regional 0.5 0.5 6.0 ae 
Base 1.5 1.5 1.5 7.5 
All hospitals 7.5 7.5 7.5 7.5 





3. Health Survey Committee to the Government 
of Saskatchewan. Hospital Survey and Master Plans. 
Regina, 1951. 
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If we translate the theoretical assumptions 
of this bed distribution into percentage allo- 
cations (as in the U. S. Public Health Service 
analysis), we find that for persons living 
in the service area of rural hospitals in 
Saskatchewan, it was expected that 60 per 
cent (4.5/7.5) of bed needs would be met 
locally, 13.3 per cent (1.0/7.5) would be met 
at the district level, and the remaining 26.7 
per cent (0.5+1.5/7.5) at the regional or 
base center. For persons living in the service 
area of a district hospital, 73.3 per cent 
(5.5/7.5) of bed needs would be met locally, 
and the remaining 26.7 per cent (0.5+1.5/ 
7.5) at the regional or base center. For 
persons living in the service area of a re- 
gional or base center, 100 per cent (6.0+ 
1.5/7.5 or 7.5/7.5) of bed needs would be 
met locally. 


What Happened in Saskatchewan 


What, in fact, has happened? To what 
extent has experience verified the theoretical 
distribution of beds assumed to be needed 
at different levels of a hospital region? The 
program of universal hospital insurance 
started in Saskatchewan on 1 January 1947. 
Data on the utilization of beds in hospitals 
at different regional levels in the province 
are available for the calendar year 1954— 
that is, the eighth year of operation of the 
program.‘ It is not possible to construct a 
table exactly like Table 1 for this actual 
experience. In place of “service areas,” how- 
ever, it is possible to calculate the beds 
needed on the basis of populations in dif- 
ferent-sized communities (cities, towns, 
rural, et cetera), which in effect represent 
areas roughly equivalent to those implied in 
the “service areas” of Table 1. The days of 
hospital care actually utilized in 1954 by 
residents of different-sized places in Sas- 
katchewan are shown in Table 2. 


4. Data provided by Glyn W. Myers, Executive 
Director of the Saskatchewan Hospital Services 
Plan. Previously unpublished. While data are not 
at hand for a more recent year, reports from Sas- 
katchewan indicate that the trends shown in the 
first 8 years have continued strongly since then. 


Table 2 


Patient-days of General Hospital Care Actually 
Utilized by Residents at Different Locations in Var- 
ious Hospitals of a Province. Saskatchewan, 1954 








Number of Patient Days Used by © 
Residents of: 





Towns 
of over 
1000 Pop. Cities 


25,075 3,967 
67,260 2,949 
22,722 162,191 
27,016 265,088 
146,178 444,287 


Villages 
Type of Rural _ of under 
Hospital Areas 1000 Pop. 


Rural 256,381 128,992 
District 162,818 48,554 
Regional 165,528 36,931 
Base 191,883 78,352 
Total 797,829 300,180 








If we translate these days of hospital care 
actually provided into percentage distribu- 
tions among the different-level hospitals of 
the province, we derive the results shown in 
Table 3. If we now apply these percentages 
of total hospital days utilized among resi- 
dents of different-sized communities at dif- 
ferent levels of hospital, what do we find? 
Before this can be done properly, however, 
account must be taken of the over-all hospital 
utilization rate found to characterize resi- 
dents of the different-sized communities. In 
Saskatchewan the days of hospital care 
utilized by residents of all different-sized 
places in 1954 are shown in Table 4. Apply- 
ing to these utilization rates the percentage 
distribution of bed days noted above in Table 
3, the allocation of beds needed among dif- 
ferent level hospitals is presented in Table 5. 


Table 3 


Percentage Distribution of Patient-days of General 
Hospital Care Utilized by Residents at Different 
Locations in Various Hospitals of a Province. 
Saskatchewan, 1954 








Percentage Distribution of Patient- 
days Used by Residents of: 





Villages Towns Cities 
Type of Rural ofunder ofover 5000& 
Hospital Areas 1000 Pop. 1000 Pop. Over 


Rural 32.1 43.0 17.2 0.9 
District 20.4 16.2 46.0 0.7 
Regional 20.7 12.3 15.5 36.5 


Base 24.1 26.1 18.5 59.6 
Out of 


province 2.7 2.4 2.8 2.3 
Total 100.0 100.0 100.0 
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Table 4 


Hospitalization Rates and Corresponding Need for 
Beds in General Hospitals for Residents of Differ- 
ent-Sized Communities. Saskatchewan, 1954 














Days of Bed Need (per 
Hospitalization 1000 Pop. at 
Pl Per 1000 Persons 85 Per cent 
ace of 
residence Per Year Accuracy) 
Rural 1914 7.07 
Villages under 1000 2448 9.04 
Towns of 1000 
and over 2430 8.97 
Cities 2109 7.79 
All places 2084 7.69 
Table 5 


Actual Distribution of General Hospital Beds Needed 

in Various Hospitals Serving the Population of Dif- 

ferent-sized Communities in a Region. Saskatchewan, 
1954 


Beds Needed for Each 1000 Residents of: 


Villages Townsof Cities 
under 1000 and 5000 and 











Type of Rural 





Hospital Areas 1000 Pop. Over Over 
Rural 2.27 3.89 1.54 0.07 
District 1.44 1.46 4.13 0.06 
Regional 1.47 1.11 1.39 2.84 
Base 1.70 2.36 1.66 4.64 
Out of 

province 0.19 0.22 0.25 0.18 
Total 7.07 9.04 8.97 7.79 





It is now possible to compare the distribu- 
tion of beds estimated in the early theoreti- 
cal planning of hospital construction (Table 
1) with the distribution found to be needed 
in Saskatchewan based on actual experience 
(Table 5). What differences appear? 


Experience Compared With Estimates 


In a word, it is evident from Table 5 that 
there is much greater flexibility in hospital 
utilization by the population of a prairie 
province than originally estimated. There is 
a striking tendency for rural and small-town 
residents to use the large regional and base 
centers in greater proportions than had been 
expected. Hence, there is a need for relatively 
greater supplies of beds in those centers, 
and for relatively fewer beds in rural and 
district hospitals, than previously planned. 

Thus, residents of rural areas (open coun- 
try) use rural hospital beds at a level requir- 
ing 2.27 beds per 1000 population, rather 
than 4.5 beds as originally expected. Their 


need for beds in regional and base centers 
aggregates to 3.17 beds (1.47+1.70) per 
1000, instead of 2.0 as expected. 

Residents of villages under 1000 use the 
local community hospital at a higher rate 
than open-country-dwellers—3.23 beds per 
1000—but still at a lower rate than the 4.5 
level originally believed necessary. Their 
practice is also to use regional and base cen- 
ters at a higher rate than had been expected. 


Residents of towns of 1000 population and 
over, on the other hand, are found to use 
both rural and district hospitals at a rate 
requiring 5.67 beds (1.54+4.13) per 1000, 
which slightly exceeds the 5.5 bed level origi- 
nally expected. Their use of regional and 
base centers required 3.05 beds (1.39-+-1.66) 
per 1000, which greatly exceeds the original- 
ly contemplated level of 2.0 beds. 


Only the residents of the cities—defined 
in Saskatchewan as places of over 5000 pop- 
ulation—are found, in fact, to have used the 
regional and base hospitals, which are located 
within these cities, at close to the anticipated 
level. Their needs required 7.48 beds (2.84+ 
4.64) per 1000, compared with the expected 
level of 7.5 beds.® 


HOSPITAL OCCUPANCIES IN STATES OF 
DIFFERENT POPULATION DENSITY 


Attention can now be given to data which 
may reflect the extent to which Saskatche- 
wan experience is typical of other places. 
From knowledge of the course of population 
settlement in densely settled versus sparsely 
settled states, one would hypothesize that the 
highly centripetal tendency of hospital utili- 
zation found in Saskatchewan would be 
found in other sparsely settled states, but not 
in the densely settled ones. To examine this 
hypothesis, one may examine hospital occu- 
pancy rates in different-sized cities, since a 


5. In this somewhat over simplified analysis, no 
account is taken of the beds utilized outside the 
province, which may be noted to be about 0.20 beds 
per 1000 for residents of various-sized communities. 
The tendency to use out-of-province hospitals is 
related mainly to location of persons near the pro- 
vincial border, and only secondarily to an effort to 
seek first-class service in distant metropolitan cen- 
ters. 
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hospital which is losing its attraction for 
patients will show a low occupancy rate, 


while one attracting patients increasingly - 


will show relatively high occupancy. In other 
words, using hospital occupancy as a criteri- 
on of trends in patient-flow, one would ex- 
pect to find in the sparsely settled states 
relatively low occupancy rates in the small 
rural hospitals and relatively high rates in 
the large city institutions. In the densely set- 
tled states, this differential between occu- 
pancy rates of hospitals in different-sized 
places should be much less. 


To examine this hypothesis, data were col- 
lected from the American Hospital Associa- 
tion 1958 Inventory of Hospitals on the 
occupancy experience of all hospitals in the 
five most thinly settled and five most densely 
settled states in the continental United 
States.° The states and their population den- 
sities (1950) were as follows: 


Low density states Persons per square mile 


Nevada 1.5 
Wyoming 3.0 
Montana 4.1 
New Mexico 5.6 
Arizona 6.6 


High density states Persons per square mile 


New York 309 
Connecticut 409 
Massachusetts 596 
New Jersey 642 
Rhode Island 748 


In Table 6 are presented the average oc- 
cupancy rates for hospitals in the low-density 
states, classified according to the size of city 
in which the hospitals are located. In Table 7 
the same data are presented for the high- 
density states. It is apparent that in both 
types of states, the average occupancy of 
general hospitals declines with smaller size 
of city. A contributing cause of this finding 
may be the smaller size of small-town hos- 
pitals per se; it has long been claimed that 


6. Data compiled from Hospitals, Administrator’s 
Guide Issue, August 1958. For assistance in com- 
piling these data, acknowledgement is gratefully 
made to Mr. Myles Dryden and Mrs. Patricia Ben- 
nett. 


small size alone creates managerial difficul- 
ties in the achievement of high occupancy 
year-round. On the other hand, one may 
point out that the lesser departmentalization 
and hence greater flexibility of bed-use in 
smaller hospitals actually gives them an ad- 
vantage in achieving high occupancy over 
large hospitals. A more subtle perhaps but 
compelling explanation of the lower occu- 
pancy levels of small-sized hospitals (even 
given the same bed-population ratio) is the 
lower hospital utilization rate of rural peo- 
ple for many reasons: lesser insurance cov- 
erage, lower educational levels, and perhaps 
lower rates of chronic illness. Finally, there 
is the probable influence of the centripetal 
flow of patients from the rural areas and 
smaller towns to the hospitals in the larger 
cities, demonstrated to be occurring in Sas- 
katchewan. 


Table 6 


Hospital Occupancy Rates in States of Low Popula- 
tion Density, According to Size-of-City in Which the 
Hospitals Are Located, 1958 








Hospital Occupancy Rates in 








Cities of: 
Size of city Nev. Wyo. Mont. N.M. Ariz. 
100,000-250,000 cee cee 86.8 
50,000-100,000 ee eee fc: os 


25,000- 50,000 82.3 75.1 68.8 48.1 81.7 
10,000- 25,000 68.4 61.4 60.2 65.0 175.7 
10,000 & less 60.7 49.7 53.6 49.6 665.8 





The important relationships, for the pur- 
poses of this study, are presented in Table 
8. Here it is seen that the relative differences 
in occupancy rates between hospitals in the 
largest urban centers and hospitals in all 
other places are much greater in the states 
of low population density than in the states 
of high density. In other words, it would ap- 
pear that in states of high population densi- 
ty, the occupancy rates for hospitals in the 
largest cities, where the largest medical cen- 
ters are located, are only slightly higher (in 
New Jersey, actually lower) than in all other 
cities. Thus, it would appear that many sub- 
centers of high-level medical care develop 
in those states, outside the metropolitan 
hubs. 
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Table 7 


Hospital Occupancy Rates in States of High Popula- 
tion Density, According to Size-of-City in Which the 
Hospitals Are Located, 1958 








Hospital Occupancy Rates in 
Cities of: 


N.Y. Conn. Mass. N.J. 





Size of city 


500,000 & over 
250,000-500,000 
100,000-250,000 
50,000-100,000 

25,000- 50,000 

10,000- 25,000 

10,000 & less 68.0 








Table 8 


Hospital Occupancy Rates in States of Low and 

States of High Population Density, According to 

Cities of the Largest Size and All Other Cities Com- 
bined, in Which the Hospitals Are Located, 1958 





Hospital Occupancy _ Percentage 
Rates in Cities of: Points 
Largest All Other Difference 
State Size Places (Large-Other) 


Arizona 86.8 71.9 14.9 
Nevada 82.3 63.9 18.4 
Wyoming 75.1 54.2 20.9 
New Mexico 72.2 53.1 
Montana 68.8 55.7 


Connecticut 83.4 74.0 
New York 81.0 76.2 
Massachusetts 76.8 76.3 
Rhode Island 75.5 72.8 
New Jersey 75.2 78.3 











In the states of low population density, 
however, the occupancy rates of hospitals in 
the largest cities are considerably higher 
than elsewhere. Thus, it would appear that, 
just as was found in Saskatchewan, there is 
a strong centripetal flow of patients result- 
ing in a relative overcrowding of the big- 
city institutions, while the smaller-town hos- 
pitals are almost half empty. The hypothesis 
stated at the outset of this section is con- 
firmed. Indeed, even if this finding is to 
some extent influenced by size-of-hospital 
per se in different-sized cities, it remains a 
fact which should affect decisions on bed- 
allocation in a hospital region. 

Further indirect confirmation of this gen- 
eral tendency is presented in a ten-year study 
of hospital utilization in the upstate regions 
of New York State. Between 1949 and 1958, 
the large hospitals provided a slightly in- 


creasing share of the total patient admis- 
sions, and the small hospitals a slightly de- 
creasing share. Thus, even in this relatively 
densely settled area, there was an increasing 
flow of patients to the larger hospitals for 
medical care.’? In a less densely settled re- 
gion, this trend might well have been strong- 
er. 


CONCLUSIONS ON BED DISTRIBUTION 


What conclusions may be drawn from 
these findings for future hospital planning? 
It would appear that in densely populated 
states or hospital regions, like those in the 
Northeastern United States, the basic pri- 
ority-scheme under the Hill-Burton hospital 
construction program is still well-conceived. 
In other words, the higher priority for con- 
struction usually assigned to small towns— 
as against metropolitan centers—seems to be 
generally warranted. Hospitals in those 
smaller towns are being used by the popula- 
tion at a relatively high occupancy level. The 
qualitative level of medical care in the 
smaller towns seems to be satisfying public 
demand. 

In the sparsely settled states or hospital 
regions, however, there is a different story. 
It would appear that the centripetal move- 
ment of rural and village people to hospitals 
in the urban centers of hospital regions— 
always realized to some extent—had been un- 
derestimated. Indeed, where detailed figures 
are available, as in Saskatchewan, it would 
appear that the relative strength of this cen- 
tripetal tendency of hospital choice is great- 
est for residents of open country, next for 
residents of small villages (under 1000 popu- 
lation), and least for dwellers in towns of 
1000 to 5000 population. In other words, the 
greater the rurality, the greater the appar- 
ent tendency of people to by-pass the small 
rural or even the district hospital and to seek 
care at the larger regional and base hospitals 
in the big cities. 

In these sparsely settled states, therefore, 
the need for constructing hospital beds in the 
largest cities seems today to be much greater 


7. Information provided by Ray H. Elling, Sloan 
Institute of Hospital Administration, Cornell Uni- 
versity. 
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than had been contemplated in earlier re- 
gional planning—even if the most pressing 
objective is to meet the needs of country- 
dwellers. 

This is certainly not meant to recommend 
abandoning the objectives of the Hill-Burton 
program to up grade hospital service, and 
medical care with it, in the rural areas. Good 
rural hospitals are obviously needed not only 
to serve everyday needs close-at-hand, but 
also for the positive influence they can exert 
on the quality of medical care out in the 
community. But in the effort to meet rural 
needs, recognition must be given to the 
changing habit patterns of rural families, 


increasingly oriented toward the larger cities 
for medical care. This corresponds, of course, 
with the concentration of medical specialists 
in the larger cities and the increasing de- 
mand of rural people for their skilled serv- 
ices, as has long been the case for city- 
dwellers. 

An adjustment, therefore, of the priority 
schedules for Hill-Burton hospital construc- 
tion subsidies, to give more weight to the 
construction needs of the larger cities, would 
seem to be indicated in the more sparsely 
settled states. Such adjustments would help 
better to meet the hospital needs of city and 
country people alike. 


SOME DEFENSIVE AND OFFENSIVE PATTERNS OF 
THE PSYCHOLOGICALLY SOPHISTICATED 


Thomas R. Brigante, Ph.D. 


Within the past twenty-five years, famil- 
iarity with the dynamics of mental health 
and mental illness has increased greatly. 
Growth in psychological knowledge is viewed 
as presenting new opportunities to help the 
emotionally disturbed and to enhance self- 
understanding. However, it is the thesis of 
this study that many people who acquire 
psychological knowledge tend to use it in 
subtly self-defeating ways rather than as an 
aid to personal growth; and, in the field of 
mental health, psychological knowledge may 
sometimes be a vehicle by which workers 
express personally unacceptable impulses to- 
ward others in a relatively safe and socially 
sanctioned way. 

The present purpose is to demonstrate 
some ways in which psychologically sophisti- 
cated people employ psychological knowledge 


(a) to flee from personal understanding, and - 


(b) to express, in unconscious ways, con- 
sciously unacceptable feelings towards oth- 
ers. The psychologically sophisticated are 
seen as using these manuevers in their re- 
lationships both with other professionals and 
in their interpersonal dealings with lay per- 
sons. The fact that our knowledge regarding 
the nature of mental health and psychopath- 
ology is not well organized and systematized 


Veterans Administration Hospital, 
Brockton, Massachusetts 


makes it easy to utilize professional knowl- 
edge to achieve such unconscious aims. 
Hence, it seems important to consider here 
(1) some difficulties arising from an in- 
adequate definition of mental health, and (2) 
some uses that are made of psychological 
knowledge in relationships with others. 


SOME SUBJECTIVE DEFINITIONS OF 
MENTAL HEALTH 


Evaluating one’s own behavior and that 
of others by “mental health” criteria is 
greatly complicated by the variety of con- 
ceptions regarding the nature of mental 
health. The difficulties involved in defining 
mental health make the disparate nature of 
these conceptions understandable. Defini- 
tions of mental health tend to be tentative, 
partially because of the awareness that the 
meaning of mental health and of a “philoso- 
phy of life” are closely intertwined. How- 
ever, when one views many mental health 
workers in action in terms of what mental 
health seems to mean to them, as translated 
by their behavior, he may conclude that 
these workers have never examined the im- 
plied philosophy of life which underlies this 
meaning, so translated. 
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The failure to see how these two meanings 
are related may lead the worker to have a 
perception of his own conflicting attitudes 
without full realization of the basic reasons 
for his conflict. Brigante! has illustrated 
this point by showing how a therapist’s 
own lack of clarity regarding the differences 
between making oneself marketable and one’s 
self-realization as a total person makes it 
difficult for him to help patients to formu- 
late appropriate goals. 


Conceptual Bases of Confused Behavior 


Some of the subjective, and often uncon- 
scious, definitions of mental health which 
guide the behavior of persons who subscribe 
to them are outlined below. Jt is not being 
maintained that such conceptions are char- 
acteristic of all mental health professionals, 
but that their prevalence is sufficiently 
widespread to warrant explicit consideration. 
Contradictions between implicit and explicit 
conceptions of mental health, as well as be- 
tween alternative, incompatible definitions, 
may exist with little or no awareness; but 
these contradictions may be a source of con- 
siderable discomfort. 


Many mental health workers may have one 
or more of the following conceptions: 

1. He who is mentally healthy is morally 
excellent. Among people in the mental health 
professions, one understandably finds con- 
siderable preoccupation with the processes 
and manifestations of psychological illness. 
As in the case of medical students who, at 
one time or another in the course of medical 
school, feel themselves to be victims of vari- 
ous and sundry diseases, novitiates in psychi- 
atry, psychology, and social work become 
acutely aware of pathological manifestations 
in themselves, as well as in everyone else. 
This heightened awareness is sometimes fol- 
lowed by the conclusion that “‘just about ev- 
eryone is sick, but most just don’t know it.” 
Another derivative of this point of view is 
the increased valuation of mental health and 
at times the near-deification of those who 
personify this ideal. This tendency may be 


1. Thomas R. Brigante, “Fromm’s Marketing 
Orientation and the Values of the Counselor,” Jour- 
nal of Counseling Psychology, 5 (1958), 83-88. 


one determinant of the attitude of awe with 
which psychoanalysts are sometimes re- 
garded, above and beyond the fact that such 
people have had a great deal of specialized 
training. The worker’s orientation may lead 
him to assume that psychological health (a) 
is the goal of living and (b) gives those who 
possess it overall excellence as persons. 

With regard to the first of these assump- 
tions, Pruyser? has taken special pains to 
point out that there are goals in life “beyond 
mental health.” Mental health values may 
be accepted by many people who also accept 
another contradictory set of assumptions 
about living and the goals of life, with little 
awareness of the nature of their conflict. 

The idea that psychologically healthy per- 
sons-are to be respected, and even admired 
more than others as having a claim to over- 
all excellence as persons, is more readily ac- 
cepted if the “healthy ones” possess special 
status symbols such as the title of “‘psycho- 
analyst.” Professional titles and symbols are 
utilized in subtle ways to enhance such per- 
ceptions. Thus the mental health profession- 
al who has undergone psychotherapy or psy- 
choanalysis may make a point of communi- 
cating this experience in strategic ways to 
create the impression of special and general- 
ized excellence as a professional and as a 
person. 

Attitudes of novices in the mental health 
disciplines toward Freud and his work are 
interesting to observe from this point of 
view. One initial reaction is often profound 
amazement and admiration for his theories 
and as ready a willingness to accept his ideas 
about religion as his theories regarding the 
unconscious. Others who discover that Freud, 
as a person, was somewhat disturbed, are 
inclined to assert that his theories are of 
little value. Thus, Freud’s personal mental 
health, his psychological theories, and his 
views about life tend to be evaluated as if 
they were quite synonymous. 


2. He who psychologizes himself diligently 
must be mentally healthy. In the present con- 
text, psychologizing refers to the attempt to 
arrange past, present, and future threats by 
reorganizing as much of one’s experience as 


2. P. W. Pruyser, “Is Mental Health Possible?” 
Bulletin Menninger Clinic, 22 (1958), No. 2, 58-66. 
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possible into psychological categories. The 
purpose usually is to render experience more 
emotionally neutral, and thereby to make it 
more manageable. For example, a person 
may have a ‘disagreement with someone and 
then attempt to master the experience by 
psychologizing the other person’s motiva- 
tions as well as his own, but with the un- 
conscious purpose of reconfirming his own 
beliefs. In this instance, the intent of the 
psychologizing is to convince oneself that it 
was really the other person’s fault. 


In some cases, the individual may publicly 
display his willingness to subject himself to 
psychological scrutiny. Such behavior may 
then be used as supposed justification of the 
right to judge others. It is as if the individ- 
ual implicitly is saying, “If I live by this 
standard, then I also have the right to judge 
you according to the same criterion.” This 
applies especially in terms of the perceiver’s 
attitudes toward other professionals. A vari- 
ation of this theme sometimes occurs when 
the mental health professional has previously 
participated as a patient in psychotherapy 
or psychoanalysis. Sometimes it appears that 
the treatment itself is being employed as a 
justification for the individual’s behavior, 
rather than simply evaluating his behavior 
per se. 

Among people who work in the mental 
health disciplines, the positive values and 
effects which they often attribute to psychi- 
atric treatment tend to color their global per- 
ceptions of those who have been treated. 
Sometimes the assumption is made that “if 
he has been treated, he must be healthy.” It 
is somehow felt that a person who has un- 
dergone psychiatric treatment must inevit- 
ably be able to function well interpersonally. 
On the other hand, we also find that the 
opposite assumption may be made regarding 
someone who has undergoing psychiatric 
treatment; i.e., “If he has been treated psy- 
chiatrically, he must be very sick emotional- 
ly and not as capable as the usual person of 
functioning in a healthy way.” 


3. He who is mentally healthy must be 
able to enjoy everything. One of the com- 
monest feelings of people with psychological 
problems is that of subjective misery and 
unhappiness. Those who themselves are emo- 


tionally maladjusted, or who know other 
emotionally disturbed people, come to recog- 
nize subjective misery as a common sign of 
emotional disorder. If it is especially impor- 
tant to one to deny his own misery, perhaps 
as a way of preserving the status quo (to be’ 
miserable is better than to take a chance on 
changing), then one may vigorously pursue 
pleasure as a tangible reassurance of his own 
mental health, and as denial of his unhappi- 
ness. Such persons may spend an inordinate 
amount of time and energy planning what 
supposedly will be pleasurable experiences; 
but when they are participating in these 
planned events, they actually experience very 
little gratification. 

This very inability to derive emotional 
gratification from experiences that have 
been chosen as pleasurable ones leads to fur- 
ther difficulties. The pursuit and indulgence 
in activities designed to be pleasure-produc- 
ing is undertaken in a more indiscriminate 
way. Since such a person really is unable to 
differentiate the pleasurable from the un- 
pleasurable, he may engage in a whole host 
of “‘pleasurable” activities and feel that he 
should be able to enjoy all of them. 

The range of the pleasure ethic may ex- 
tend beyond the realm of activities typically 
perceived as pleasurable. An effort may be 
made to perceive and react to a wide gamut 
of life activities as pleasurable. The lack of 
experience of pleasure in intrinsically dis- 
tasteful activities may be viewed as a per- 
sonal failing or as an indication that the 
activity is of no value.* 


4. He who is mentally healthy must be 
creative. In our culture, the term creative 
seems to connote a whole gamut of personal 
attributes generally considered to be favor- 
able. Creative is sometimes used synony- 
mously with “productive.” In addition, it can 
be used to imply that the person has some 
uniqueness and individuality. It is interest- 
ing to consider possible relationships be- 
tween our cultural emphasis upon conform- 
ity and the premium sometimes placed upon 
creative endeavor. No one would question 


3. Martha Wolfenstein, “The Emergence of Fun 
Morality,” Journal of Social Issues, 7 (1951), No. 4, 
15-25; also included in Eric Larrabee and Rolf 
Meyersohn (Editors), Mass Leisure (Glencoe, IIli- 
nois: Free Press, 1958), pp. 86-96. 
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that there is a realistic need for creative tal- 
ent, and that in this respect supply is always 
short of demand. However, one gets the de- 
cided impression that creative behavior is 
often considered to be a central manifesta- 
tion of mental health. The housewife must 
cook creatively if she is to be considered 
mentally healthy. It is not enough for a psy- 
chologically healthy person to be productive 
—he must be creative. The fact that such a 
tremendous premium is sometimes placed 
upon creativity leads those who make such 
evaluations to tolerate, and sometimes be- 
friend, people who are obnoxious simply be- 
cause they are viewed as being creative. 


5. He who is mentally healthy must be a 
beatnik. In contemporary American society, 
there is considerable awareness on the part 
of middle-class intellectuals of conformity 
pressures as potential threats to individual 
self-realization. It is often the case that those 
who are so aware of the potential dangers 
of conformity orientation* and status-seek- 
ing,® tend to perceive emphasis upon non- 
conformity as integrally interrelated with 
creativity and with a predominantly “inner- 
directed” style of living. Although there is 
good reason to believe that such relation- 
ships do exist, a common assumption is 
that resistance to the predominant cultural 
value strains is a sine qua non for function- 
ing in a healthy way. Thus, one form of 
pathology may be substituted for another. 
Non-conformity may become a way of life, 
regardless of whether it is actually instru- 
mental in helping the individual to attain 
the self-realization that he seeks or not. 


6. He who is mentally healthy must adjust 
to everything. The subjective definition of 
mental health as adjustment is in some ways 
very similar to defining health as a beatnik 
attitude. It has been very common practice 
to think of emotional disturbance as malad- 
justment, and to view maladjustment as 
inability or unwillingness to meet the de- 


4. David Riesman, The Lonely Crowd (New 
Haven: Yale University Press, 1950). 

5. Vance Packard, The Status Seekers (New 
York: McKay, 1959). 

6. Erich Fromm, Man for Himself (New York: 
Rinehart and Company, 1947); and also, The Art 
of Loving (New York: Harper and Brothers, 1956). 


mands of other individuals or societal stand- 
ards. One may then come to feel that mental 
health is constituted of the ability to adjust. 
The more situations and people to whom one 
is able to adjust, the healthier he may per- 
ceive himself to be. One who espouses this 
point of view may thus see his inability to 
attain the fullest mental health as meaning 
that there are some people whom he dislikes 
but should like. There are some situations in 
which he feels uncomfortable but should feel 
comfortable. There are some activities which 
he should like to do but does not like to do. 
His failure to like everyone, to like to do 
everything, and to feel comfortable in all sit- 
uations is a failure of adjustment. Thus, an 
initially inadequate, oversimplified definition 
of mental health leads to an erroneous evalu- 
ation of the meaning of one’s discomfort and 
the reasons for it. 


7. He who is mentally healthy renounces 
achievement aims. People who become aware 
of their own motivations sometimes become 
impressed with the hostile, competitive as- 
pects of achievement drives. In other cases, 
achievement may be viewed as a denial of 
passive wishes. Regardless of the particular 
viewpoint adopted by a given individual, one 
outcome may be an attempt to renounce or 
suppress achievement motivations as being 
undesirable. This is not the only manner in 
which inhibition of achievement motives may 
occur, but it is suggested that such view- 
points about the nature of achievement may 
lead to attempts to suppress achievement 
aims. 


Common Features of Subjective Definitions 


The subjective definitions of mental health 
outlined above have certain common features. 
They tend to he vast oversimplifications of 
the complex problem of defining what con- 
stitutes healthy behavior. One may wonder 
whether this process of oversimplication does 
not begin very early in life, take shape, and 
become crystallized in adolescence. Perhaps 
the social concern about learning adult modes 
of behavior during adolescence may lead to 
premature attempts to resolve in some finite 
way questions about living which cannot be 
resolved reasonably in an irreversible man- 
ner at that stage of life. When irreversible 
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answers to such questions are made at that 
time, they may grow out of the difficulty of 
tolerating ambiguity, rather than from a 
more careful consideration of the basic is- 
sues involved. A premature solution, arising 
out of fear of inability really to come to 
grips with the issue, is much more likely to 
be oversimplified and inaccurate than a solu- 
tion which does not arise from such pres- 
sures. 


TECHNIQUE OF THE PSYCHOLOGICAL OFFENSE 


Some of the ways in which subjective con- 
ceptions of mental health may prevent self- 
understanding have been indicated. An ex- 
ploration of some ways in which professional 
knowledge may be employed to justify our 
attitudes toward others and to express feel- 
ings toward them safely is now in order. 


The Use of Professional Jargon 


Reference has been made to the mechan- 
ism of psychologizing as a way of reducing 
threat. Now let us examine some of the more 
specific uses of professional jargon in inter- 
personal relations. The nine following state- 
ments may be directly verbalized as such, or 
they may be more indirectly expressed in a 
series of remarks or attitudinal manifesta- 
tions. The meanings I am suggesting are not 
the only possible ones, but simply represent 
some common implications of jargonistic ex- 
pressions. 


1. “People I like are healthy and mature; 
people I don’t like are neurotic and imma- 
ture.” This sort of labeling underlies many 
of the illustrations which follow. Here the 
mechanism of justifying one’s own likes and 
dislikes is to buttress it with positively—and 
negatively—toned labels. Such a statement 
perhaps may never be so baldly made, but 
professionals often indicate in their attitudes 
toward others that they subscribe to such a 
viewpoint. 


2. “He’s kind of sick, but I like him any- 
way.” This type of statement suggests that 
mental health values have become so predom- 
inant that they sometimes override one’s nat- 
ural responses toward others, and may lead 


the professional to feel that he needs to ex- 
cuse himself for his feelings. 

Sometimes we also find that an implicit 
or explicit attempt is made to condone an- 
other’s behavior because, “after all, he’s got 
problems.” It is as if nothing can be de- . 
manded or expected of another who has emo- 
tional difficulties. Such an attitude is often 
expressed by an individual who senses the 
same feelings within himself as in the person 
whose behavior he is condoning. He may 
thus wish to be forgiven for his own unde- 
sirable behavior, based on his own problems, 
in the same way in which he would seek to 
forgive another. 


3. “He’s a very ‘hostile person.” Such an 
attitude may be expressed when one feels 
deeply critical of another and, at the same 
time, is somewhat threatened by the other’s 
behavior. It is a frequent reaction to the 
perceiver’s feeling that the other’s aggres- 
sion toward him is very difficult to deal 
with, or it arouses aggressive feelings to- 
ward the other which are upsetting to the 
perceiver. 


4. “He’s quite masochistic, but basically 
very hostile.”’ This kind of statement may re- 
flect a variety of feelings in the perceiver. 
One feeling might be: “His self-punishing 
attitude makes me feel very uncomfortable, 
because, if I get angry at him, I feel that 
I’m kicking an already whipped dog. This 
makes me very angry toward him; but it is 
really he who is basically angry at other peo- 
ple, without knowing it.” Such a statement 
may also reflect the feeling: “His self derog- 
atory attitude makes him seem spineless; and 
if there is anything I despise, it is spineless 
people.” 


5. “He is very dependent.’”’ When such an 
attitude is expressed toward another in a 
critical way, it may mask some of the atti- 
tudes which have been cited above toward 
masochistic people. To label someone as be- 
ing dependent can, in addition, connote his 
being weak-willed, spineless, tied to his 
mother’s apron strings, indecisive, and de- 
manding of others. Labeling somebody as an 
“oral character” can also be a way of sug- 
gesting that his demands are insatiable. It 
can imply, however, that the person ex- 
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periences a great deal of satisfaction in re- 
ceiving and tends to behave in a jolly and 
rather sociable way. 


6. “He’s very grandiose.” When expressed 
as an implicit criticism of another, such a 
statement may mask such feelings as the 
following: “His apparent overflowing self- 
confidence makes me feel quite inadequate 
and uncomfortable. His confidence cannot be 
real, but must be a cover-up for his feeling 
of inferiority.” This attitude will sometimes 
be expressed in the more direct statement 
that “he acts like a bigshot, but really feels 
quite inadequate.” Thus, the individual is 
“cut down to size” by the perceiver. 


7. “He’s a real psychopath.” As a criti- 
cism, this may suggest that the perceiver 
means, “I admire the way he’s able to go 
after the things that he wants and gets them. 
It tends to make me feel rather ineffective.” 
Or, it may also suggest the perceiver’s feel- 
ing that the other “seems to be able to gratify 
his own wishes in an unambivalent way. I 
wish I could give to myself a little more 
easily.” 


8. “He’s so compulsive.” Such a statement 
may imply that the other’s behavior annoys 
the perceiver greatly. “He is so vacillating, 
indecisive, and picayune that I really get 
annoyed.” Or, the perceiver’s implicit feeling 
might sometimes be that the other really is 
quite competent because he is well organized 
and approaches problems in a systematic 
manner. 


9. “Maybe I did say that, but it was un- 
conscious on my part.” The notion of the 
unconscious has been a godsend to mental 
health professions in many ways. Not only 
has it allowed for new understanding of the 
dynamics of emotional disturbances, but it 
has provided us with a convenient way of 
sidestepping our feelings toward others while 
being graceful about it. If we say unkind 
things to others and are taken to task for it, 
it is not only professionally sophisticated but 
respectable to plead that it was one’s uncon- 
scious. This, of course, implies that the be- 
havior is not so much a part of oneself as 
if it were conscious and that one’s critic 
should therefore consider it from such a 
point of view. So to plead that it is one’s 


unconscious which is causing the trouble has 
both defensive and offensive advantages. 
Throughout this discussion, it is not being 
maintained that the perceiver’s judgments 
are inaccurate. It is recognized that the per- 
son to whom he is reacting may be acting 
in an aggressive, dependent or grandiose 
way. The point here is that the jargon is 
often used in such a way as to suggest im- 
plications that would be unacceptable if they 
were expressed directly. By “professional- 
izing”’ the criticism via the use of psychologi- 
cal jargon, the user accomplishes simultane- 
ously the multip'e purpose of (a) partially 
or fully masking the intent of his remarks 
from himself and from others, and (b) 
lending an aura of credence to his judgments 
by couching them in professional language. 


A Psychologically Sophisticated Ad 
Hominem Argument 


Attempting to disprove another’s point of 
view by evaluating the proponent’s motiva- 
tions for adhering to this point of view is 
certainly not peculiarly characteristic of 
workers in mental health professions.? One 
form of this disguise may occur, for example, 
if a non-psychotherapeutically oriented 
learning theorist observes a skilled therapist 
dealing with a patient in a professional sit- 
uation. The learning theorist’s comment 
might be, “‘Well, he’s all right as a therapist, 
but look how fouled up his children are.” 
Although such a statement would seem to 
acknowledge the person’s therapeutic skill, 
if expressed to a less professionally knowl- 
edgeable person, it might be a criticism of 
the therapist as a person and raise vague 
doubts about the possibilities of his being a 
good therapist if his children show emotion- 
al disturbance. Sometimes people who have 
minimal] psychological knowledge are special- 
ists in this type of argument, but they are 
certainly not the only ones who use it. 


The Use of Psychological Theories As A 
Way of Buttressing One’s Biases 


Because theories of behavior are in such 
7. Morris R. Cohen and Ernest Nagel, Introduc- 


tion to Logic and Scientific Method (New York: 
Harcourt Brace and Company, 1934). 
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an early stage of development and so gen- 
erally lacking in predictive power, mental 
health professionals realistically find it dif- 
ficult to subscribe to one theory rather than 
another on strictly rational grounds. When 
one considers that mental health workers 
come in contact with theories of psycho- 
pathological behavior well after their general 
attitudes have become quite crystallized, he 
may develop the hypothesis that adherence 
to a particular theory is based in part on 
the personality of the chooser. A recent 
study of psychiatry by Maclver and Redlich® 
supports this hypothesis. Psychiatrists were 
divided into two camps: (a) those who had 
an organic point of view about the etiology 
of mental illness, and (b) those who were 
psychoanalytic in their orientation. Study of 
the political preferences, class backgrounds, 
and kinds of gratifications achieved from 
working with patients revealed distinct 
differences between the two groups. Direc- 
tive-organicists generally showed a greater 
tendency to be Republicans, came from 
wealthier, Protestant backgrounds, and were 
more satisfied in their work by seeing im- 
provement in their patients. Psychoanaly- 
tically oriented psychiatrists, on the other 
hand, were more likely to be Democrats, to 
come from Jewish backgrounds, and to 
derive gratifications in work with patients 
from the understanding of personality 
gained through the relationship. 


The fact that adherence to a particular 
theory is related to a general life style is 
also illustrated by the never-ending conflict 
among practitioners and researchers in men- 
tal health disciplines, regarding the nature 


8. John Maclver and Fredrick C. Redlich, “Pat- 
terns of Psychiatric Practice,”-American Journal of 
Psychiatry, 15 (1959), 692-697. 


of satisfactory evidence in support of a 
particular theory. One group is usually quite 
willing to grant, as evidence. in support of 
a theory, the observations one makes in con- 
tacts with patients, as well as the feelings 
one has in such relationships. The rival group - 
is only willing to grant as evidence that 
which is derived from carefully controlled 
experiments. One suspects that the willing- 
ness to trust one’s own feelings as a basis 
for guiding behavior is a fairly fundamental 
dimension of personality and that an‘ indi- 
vidual’s attitudes about such matters be- 
comes crystallized long before he becomes 
a professional mental, health worker. How- 
ever, once one has adopted a particular 
theory of psychopathology and must act on 
the basis of it and defend it, it is often very 
difficult to separate the reasons for the 
original choice of the theory from the rea- 
sons for which the subscription to that 
theory is perpetuated. 


SUMMARY AND CONCLUSION 


The purpose of the present paper has 
been to bring into focus some of the ways 
in which mental health workers utilize pro- 
fessional knowledge unconsciously to avoid 
self-understanding and to express unaccept- 
able feelings toward others in a safe, partial- 
ly sanctioned way. The use of a professional 
information not only as a way of maintain- 
ing one’s biases and faulty self-understand- 
ing but also as a means of inflicting such 
biases upon others is viewed as personally 
debilitating and professionally unsound. It 
is hoped that an increased awareness of the 
subtle uses of professional knowledge in 
fostering self-deception and interpersonal 
friction may produce a more candid and 
realistic self-awareness. 
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PERCEPTIONS OF CRISIS AND RELATED VARIABLES 
IN THE IMPACT OF A RETARDED 
CHILD ON THE MOTHER* 


¢ 


Bernard Farber, Ph. D. 


Mothers of retarded children frequently 
complain of being nervous, on the one hand, 
or being ill, overworked, and overtired on the 
other. It is suggested that these symptoms 
each represent different reactions in two 
types of family crisis. 

Previous analysis of data relating to fami- 
lies with a severely retarded child indicated 
that two types of crisis were occurring.’ The 
first type tended to be precipitated at the 
time that the child was diagnosed as retarded 
and often continued. This type of crisis re- 
sembled bereavement in many ways. Like 
bereavement, this initial crisis appeared to 
be one in which anticipated life-careers are 
frustrated and plans are demolished. The 
extreme initial impact on the family was re- 
garded as a tragic crisis. 


The second type of crisis suggested an in- 
ability to cope with the child over a long 
period of time; no set of roles could be de- 
veloped to organize interaction with the re- 
tarded child in an acceptable manner. This 
type of crisis was regarded as a crisis of role 
organization. 

The pattern of findings suggested that the 
tragic crisis tends to be found in families of 
high socioeconomic status and that the role 
organization crisis is generally a low status 
phenomenon. 


If the distinction between tragic crisis and 
role organization crisis is useful for under- 
standing family process, this difference 
should be reflected in the manner by which 
parents react emotionally to the retarded 


*This investigation is part of the study on “Par- 
ents and Siblings of a Retarded Child,” which is 
supported by grants from the Psychiatric Training 
and Research Fund of the Illinois Department of 
Public Welfare and (M 3207) National Institute of 
Mental Health, U. S. Public Health Service. 


1. Bernard Farber, William C. Jenne, and Romolo 
Toigo, “Family Crisis and the Decision to Institu- 
tionalize the Retarded Child,’ Council for Excep- 
tional Children Research Monograph Series (1960), 
No. 1. 


University of Illinois 


child. This paper reports the results of a 
study of the relationship between type of 
crisis and emotional reaction of the mother. 
That is, it is suggesting that “nervousness” 
is related to the tragic crisis and “poor phys- 
ical health” to the role organization crisis. 

As family crises, both the tragic crisis and 
role organization crisis should pertain to the 
configuration of reactions of all family mem- 
bers. The present study was restricted to the 
reactions of the mothers in order to simplify 
the analysis. 


HYPOTHESES 


The distinction between tragic crisis and 
role organization crisis led to speculation re- 
lating to the emotional reactions of mothers 
of retarded children. Type of emotional re- 
action was indicated by the mother’s reports 
regarding (a) treatment for a nervous con- 
dition at some time after the birth of the 
retarded child and (b) present state of 
health. Both of these reports are discussed 
in detail in the section on Procedure. 

The hypotheses below refer to three groups 
of mothers: (a) mothers who had been 
treated for a nervous condition but regarded 
themselves as being in good health; (b) 
mothers who regarded themselves as being in 
poor health; and (c) a control group of 
mothers consisting of those who neither had 
been treated for a nervous condition nor re- 
garded themselves as not in good health. 

Group (b) mothers included some mothers 
who reported both poor health and treatment 
for a nervous condition. They were retained 
in group (b) primarily because the poor 
health self-concept pertained to the current 
situation. There is nothing in the formula- 
tion of the types of crisis which precludes 
the development of a role organization crisis 
out of a tragic crisis. Such a development, 
of course, would require additional concep- 
tualization but is not an issue here. 
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Tragic Crisis 


In the tragic crisis, the aims, aspirations, 
and anticipated “happy” family life are 
frustrated.? The retardation is regarded by 
the parents as an uncontrollable event pre- 
venting fulfillment of their hopes and aspir- 
ations. Since the retarded child himself is 
identified as the reason for their frustration, 
hostility tends to be directed toward him. 

The direction of hostility toward the child 
in the family of high socioeconomic status is 
facilitated by the parents’ view that sociali- 
zation is primarily a matter of internaliza- 
tion of norms rather than mere “obedience.” 
For example, a study by Kohn indicated that 
the higher the mother’s social status, the 
greater was her emphasis on the develop- 
ment of consideration for others, curiosity, 
and self-control in the socialization of chil- 
dren.* Hence, in the family of high socio- 
economic status, socialization is primarily 
the child’s activity rather than the parent’s. 

While the retarded child is regarded as the 
precipitator of frustration, various factors 
prevent the parent from acting aggressively 
against the child. First, the parent cannot 
regard the child as having become retarded 
intentionally. Secondly, the parent may even 
view the child’s retardation as only one link 
in a chain of events resulting from the par- 
ent’s own activity or personal attributes. 
Hence, he cannot easily rationalize his hostil- 
ity toward the child; he is motivated to con- 
tinue in his parental role of providing love 
and care for the child. 

From the discussion above, it appears that 
two opposing tendencies are present in the 
parent of high socioeconomic status. On the 
one hand, the child is regarded as the direct 
cause of personal frustration. On the other 
hand, the parent feels a strong obligation 
to continue care for the child. The resolution 
of this conflict lies in the priorities assigned 
by the parent to norms and obligations as 


2. See discussion of initial shock of the diagnosis 
as affecting family integration in Bernard Farber, 
“Effects of a Severely Mentally Retarded Child on 
Family Integration,” Monographs of the Society for 
Research in Child Development, 24 (1959), No. 2, 
esp. pp. 9-10. 

3. Melvin L. Kohn, “Social Class and Parental 
Values,” The American Journal of Sociology, 64 
(1959), 337-351. 


compared with personal gratification. In 
high social status families, there is a ten- 
dency. for individuals to give conformity to 
expectations and obligations priority over 
expression of impulsive personal gratifica- 
tion. Hence, the hostility tends to become 
subdued and parental responsibilities toward 
the retarded child to become emphasized in 
these families. 

If the parent regards his responsibilities 
to the child as of utmost importance, he must 
then regard himself as capable of caring for 
the child. Since the role of a sick person 
implies inability to carry out ordinary ex- 
pectations, the parent feels constrained 
against assuming this role.5 Hence, the par- 
ent tends to view himself as being in good 
health. 

Thus, the parent in the tragic crisis situa- 
tion (a) experiences tension over the con- 
flict between his hostility for the retarded 
child and sense of parental responsibility, 
(b) gives priority to his sense of responsi- 
bility, and (c) regards himself as being in 
good health. The mother’s report of treat- 
ment for a nervous condition implies a rec- 
ognition on her part that extreme personal 
tension existed at some time following the 
diagnosis of retardation. Hence, it is sug- 
gested that mothers who had undergone a 
severe tragic crisis following the diagnosis 
of retardation generally (a) had been treated 
for a nervous condition and (b) now re- 
garded themselves as being in good health. 

The above speculation pertaining to paren- 
tal reaction in a tragic crisis may be evi- 
denced in several ways. These ways consti- 
tuted the first four hypotheses of the study. 
The hypotheses were: 


1. Mothers who have been treated for a 
nervous condition generally suffered a great- 
er emotional impact at the time of diagnosis 
of retardation than did the control group 


4. See, for example, Louis Schneider and Sverre 
Lysgaard, “The Deferred Gratification Pattern: A 
Preliminary Study,” American Sociological Review, 
18 (1953), 142-149 and Howard E. Freeman and 
Ozzie G. Simmons, “Social Class and Posthospital 
Performance Levels,’ American Sociological Review, 
24 (1959), 345-351. 

5. Elements of sick role defined in Talcott Par- 
sons, The Social System (Glencoe: The Free Press, 
1951), pp. 436-437. 
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mothers. Support of this hypothesis would in- 
dicate a high level of frustration of aims, as- 
pirations, and “happy” family life for the 
mothers of a retarded child who required 
treatment. 


2. Mothers who have been treated for a 
nervous condition generally have a lower 
marital integration score (at the time of the 
study) than do control group mothers. High 
marital integration occurs when the husband 
and wife indicate consensus in value hier- 
archy and effective coordination of roles.® 
In order to effect a highly integrated mar- 
riage, as the pivotal person in family rela- 
tions, the wife would have to balance the 
expectations and demands of her husband 
with those of her children adroitly. If she 
places extreme emphasis on her responsibili- 
ties to the retarded child, probably her hus- 
band’s expectations would be unmet and 
consensus on values would be affected. The 
results for this hypothesis would be influ- 
enced by the extent to which the therapy for 
the nervous condition was successful. 


3. Mothers who have been treated for a 
nervous condition generally view the re- 
tarded child as making greater demands on 
them than do control group mothers. If the 
mother is to devote herself to the retarded 
child as a form of compensation, she must 
rationalize this devotion on the basis that 
the child requires this attention (not that 
the mother herself must satisfy her own 
needs). 


4. Mothers who had been treated for a 
nervous condition generally indicate a lesser 
willingness to place the retarded child in an 
institution than do control group mothers. 
Placing the retarded child can easily be in- 
terpreted as a form of parental rejection. If 
the mothers who had been treated for a 
nervous condition are compensating for re- 
jection by emphasizing parental responsi- 
bilities, they cannot be expected to consider 
institutionalizing the child. 


Role Organization Crisis 


In the second type of critical situation, the 
role organization crisis, the predicament fac- 


6. Bernard Farber, “An Index of Marital Inte- 
gration,” Sociometry, 20 (1957), 117-134. 


ing the parents is not frustration of aims 
and aspirations but that of coping with a 
seemingly interminable care problem through 
which the normal family life-cycle is ar- 
rested.? Ordinarily, mothers with normal 
children only can visualize that eventually 
the children will achieve independence. The 
mother with a severely retarded child faces 
a prolonged infancy period and the prospect 
that socially the child will never achieve 
adulthood. 


Essentially, whereas the tragic crisis de- 
velops mainly through the emergence of 
problems regarding ends of family life (i.e., 
aims, aspirations, values), the role organiza- 
tion crisis is concerned with the inability to 
organize a system of workable roles. The 
presence of a system of workable roles im- 
plies an ability to control activities of the 
individual members. Hence, unlike the tragic 
crisis, role organization crisis occurs in the 
realm of what is regarded as controllable by 
the family members. 


The probability of the occurrence of a role 
organization crisis would be high among 
those groups in which emphasis upon par- 
ental control is great, but long range ends 
of family life are not especially stressed. Ac- 
cording to Kohn’s study, working class moth- 
ers emphasize obedience and responsiveness 
to parental authority as values in the social- 
ization of children.* These values are related 
mainly to parental control. Hence, we would 
expect to find role organization crisis most 
pronounced in families of low socioeconomic 
status; the mothers believe they should be 
able to control the retarded child. 


Continued constant care and attention by 
the parent implies for the retarded child an 
inability to achieve self-control in his activ- 
ity. The greater the behavior problems of 
the child (i.e., either dependence or erratic 
behavior), the greater is the problem of con- 
trol as seen by the parent and the more at- 
tention and involvement of the parent with 
the child is required. From the viewpoint of 
the family system, the greater involvement 
of the mother with the retarded child, the 


7. See Farber, “Effects of a Severely Mentally 
Retarded Child on Family Integration,” op. cit., pp. 
8-9 regarding concept of arrest in family life-cycle. 


8. Kohn, op. cit. 
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more she withdraws from conforming to the 
expectations of others in the family. She 
tends to become alienated from the other 
family members. Hence, the greater the de- 
mands of the child upon the mother (in her 
perception of the situation), the greater is 
the probability of her alienation from the 
rest of the family. 

However, as mother becomes highly in- 
volved with the retarded child and isolated 
from the rest of the family, she regards her- 
self as incapable of developing roles which 
can control husband-wife and mother-child 
interaction in a way acceptable to her. Gen- 
erally, with the presence of physical symp- 
toms, a profound sense of incapability to per- 
form roles adequately would make it easy for 
the wife to assume the role of a sick person.® 
By definition, a sick person is incapable of 
acting in conformity with high expectations 
through no fault of his own. Therefore, if 
the mother perceives the child as making 
very great demands on her, which she can- 
not satisfy, the probability is high of her 
assuming the role of a sick person and hav- 
ing a self-identity as a person in poor health. 
(Supporting this contention are the findings 
of Hinkle that unhealthy people tend to be 
more nonconformist and more highly emo- 
tionally involved with other persons than 
are healthy persons.!°) 


If this formulation of the extreme reac- 
tion by the mother to the role organization 
crisis is accurate, the following hypotheses 
should be supported by the data: 


5. Mothers who report that they are not 
in good health generally do not differ from 
control group mothers in amount of emotion- 
al impact of the diagnosis of retardation. 
Support of this hypothesis by the data would 
indicate that the emotional stress on the 


9. Cf. David M. Schneider, “Social Dynamics of 
Physical Disability in Army Basic Training,” in 
Clyde Kluckholm et al. (Ed.), Personality in Nature, 
Society, and Culture (New York: Alfred A. Knopf, 
1953), pp. 386-397. 


10. Lawrence E. Hinkle, “Physical Health, Mental 
Health, and Social Environment: Some Character- 
isties of Healthy and Unhealthy People,” in Ralph 
H. Ojemann, Recent Contributions of Biological and 
Psychosocial Investigations to Preventative Psychia- 
try (Iowa City: University of Iowa Department of 
Publications, 1959), pp. 80-103. 


“sick”’ mother often came gradually, subse- 
quent to her regarding the child as retarded. 
The mothers reporting poor health can then 
be differentiated from those reporting treat- 
ment for a nervous condition on the basis 
of difference in initial impact of the retarded. 
child. 


6. Mothers who report that they are not 
in good health generally have a lower mari- 
tal integration (at the time of the study) 
than do control group mothers. If the con- 
cept of the self as being in poor health op- 
erates as a justification for withdrawal from 
family responsibility, such a _ self-concept 
would permit the mother to neglect expecta- 
tions required for the effective maintenance 
of family life. To compensate for the moth- 
er’s withdrawal or reluctance to perform her 
special integrative and instrumental tasks, 
all other family members would face in- 
creased demands. In the process, in view of 
probable resentment and inability to fill this 
void, consensus on values between husband 
and wife may also decline. 


7. Mothers who report that they are not 
in good health generally view the retarded 
child as making greater demands on them 
than do control group mothers. In order to 
justify inability to continue responsibility 
for caring for the child, the mother with a 
self-concept of poor health must regard the 
child as requiring much attention and en- 
ergy. 


8. Mothers who report that they are in 
poor health generally indicate a greater 
willingness to place the retarded child in an 
institution than do control group mothers. 
The mother in the role organization crisis 
can justify placement as an expedient: The 
retarded child demands much energy and 
attention, but because the mother regards 
herself as “not in good health,” she cannot 
give the child all of the care he needs. There- 
fore, her justification proceeds, the entire 
family (including the retarded child) would 
benefit by placing the child in an institution. 


Tragic Crisis Versus Role Organization 
Crisis 
Comparison of the hypotheses concerning 
mothers who have been treated for a nervous 
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condition with those concerning mothers 
with a self-concept of poor health suggests 
the following additional hypotheses without 
the introduction of further assumptions: 


9. Mothers who have been treated for a 
nervous condition generally have suffered a 
greater initial emotional impact than moth- 
ers who report that they are not in good 
health. 


10. Degree of marital integration of moth- 
ers who have been treated for a nervous con- 
dition is not significantly different from that 
of mothers who report that they are not in 
good health. 


11. Extent of demands by the retarded 
child as seen by mothers who have been 
treated for a nervous condition is not sig- 
nificantly different from that as viewed by 
mothers who report that they are in good 
health. 


12. Mothers who report that they are not 
in good health indicate a greater willingness 
to institutionalize the retarded child than do 
mothers who have been treated for a nervous 
condition. 


In the earlier study of the types of crisis, 
it was suggested that the tragic crisis is 
especially pronounced in families of higher 
social status and the role organization crisis 
in lower social status families.1! The more 
traditional division of labor in lower social] 
status families and the emphasis on achieve- 
ment of children in high social status fami- 
lies were regarded as factors in this differ- 
entiation. The hypothesis tested in the pres- 
ent study was: 


13. The social status of families in which 
the mother has received treatment for a ner- 
vous condition tends to be higher than that 
of mothers who report that they are not in 
good health.?” 


11. See Farber, Jenne, and Toigo, op. cit., Cf. 
Jurgen Ruesch, “Social Technique, Social Status, and 
Social Change in Illness,” in Kluckhohn et al., op. 
cit., pp. 130-131. 

12. Cf. August B. Hollingshead, “Factors Asso- 
ciated with Prevalence of Mental Illness,” in Ralph 
H. Ojemann, Four Basic Aspects of Preventative 
Psychiatry (Iowa City: University of Iowa, Depart- 
ment of Publications, 1957), pp. 29-50; and Leo F. 
Schnore and James D. Cowhig, “Some Correlates of 
Reported Health in Metropolitan Centers,” Social 
Problems, 7 (1959-1960), 218-226. 


PROCEDURE 


The sample, interview instruments, and 
methods of analysis are described below. The 
data were gathered as part of a larger study 
of families with a severely mentally retarded 
child. The sample and instruments utilized 
have been reported in detail elsewhere.** 


Sample 


The sample in the present investigation 
consisted of 268 mothers of severely retarded 
children living at home in the Chicago metro- 
politan area. The families were contacted 
either through mailing lists of associations 
for parents of mentally retarded children or 
the waiting lists for admission t» the Illinois 
state residential schools for meutally de‘ici- 
ent. For purposes of the larger stud, the 
sample had been restricted to inc'uue only 
the following families: (a) one child in the 
family regarded by the parents as severely 
mentally retarded, (b) parents of the re- 
tarded child married and living together at 
the time of the study, and (c) the retarded 
child aged 15 or under. 

The characteristics of the mothers in the 
sample were: (a) mean of 38 years of age, 
(b) married a mean of 14 years, (c) 62 per 
cent completed at least 12 years of education, 
(d) 90 per cent of women Caucasian, (e) 47 
per cent Protestant, 39 per cent Catholic, 11 
per cent Jewish, 3 per cent other, (f) median 
family income of $6,155, (g) mean of 2.8 
children, and (h) mean age of retarded 
child 7.5 years. 


Interview and Instruments 


Both husbands and wives were interviewed 
separately but simultaneously by a team of 
interviewers. Only the mother’s data were 
used in the present study. The interviewers 
were social workers or advanced graduate 
students who were highly experienced in in- 
terviewing. Interviews were conducted in 
the respondents’ home, generally in the eve- 
ning. The interview, which lasted about two 
hours, consisted of both an oral section and 
written section completed in the presence of 
the interviewer. The interview included the 


13. Farber, Jenne, and Toigo, op. cit. 
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following information pertinent to the pres- 
ent study: 


Scale of initial emotional impact of the 
diagnosis of severe mental retardation. The 
scale consisted of responses to the question: 
When you found out definitely that your 
child was mentally retarded, how did you 
react? The items used in the scale had been 
developed from open-ended responses of par- 
ents in an earlier study.’ The respondent 
was asked to check “very much,” “some- 
what,” or “not at all” for the following items, 
which are listed in order of increasing im- 
pact according to Guttman scale analysis: 


_a. I felt it was the biggest tragedy of my 

life (item of least impact). 

b. I was very bitter and miserable. 

c. I went to pieces; my world fell apart. 

d. I felt the whole world was against us. 

e. I avoided telling relatives. 

f. I felt somehow that it was my husband’s 
fault (item of highest impact). 


The response categories were combined to 
form dichotomies; the scale met Guttman 
criteria for unidimensionality. The range of 
scores was 0-6, with 6 indicating high im- 
pact. 


Scale of demands of the retarded child on 
the mother. This unidimensional scale was 
regarded as a scale of the current personal 
impact of the retarded child on the mother. 
Each respondent was asked the extent to 
which the following items, derived from 
open-ended responses in an earlier study, 
were descriptive of the situation: 


a. Our retarded child needs patience and 
understanding. 

b. Our retarded child is hard to handle. 

c. I feel worn out from taking care of our 
retarded child. 

d. My life revolves around the retarded 
child. 


Response categories were combined to form 
dichotomies; the scale met Guttman criteria 
for unidimensionality. The range for scores 
was 0-4, with 4 indicating great stress. 


14. Farber, “Effects of a Severely Mentally Re- 
tarded Child on Family Integration,” op. cit., Appen- 
dix A, pp. 82-83. 

15. Ibid. 


Willingness to institutionalize the retarded 
child. This scale was developed with the fol- 
lowing items in response to “Below are state- 
ments concerning you and your retarded 
child. For each statement, please check the 
answer that best describes you.” The re- - 
sponse categories were “very much,” “some- 
what,” and “not at all.” The statements 
were: 


a. My husband and I have discussed the 
possibility of placing our retarded child 
at (names of state schools) or other 
residential school. 

b. I have thought about placing our re- 
tarded child at.... 

c. I am willing to place our retarded child 
BE es 

d. I am too attached to our retarded child 
now to place him at.... 


The willingness scale consisted of the 
above four items as trichotomies to form a 
unidimensional Guttman scale. The range of 
scores was 0-8, with 8 indicating high will- 
ingness. 


Index of marital integration. The index of 
marital integration has been applied in sev- 
eral studies. The index consists: of two 
parts: (a) a consensus index or extent to 
which husband and wife agree in their rank- 
ing of a list of ten domestic values in order 
of their perceived importance for family 
success and (b) an index of tension in the 
marital role system. The range of scores is 
0-6, with 6 indicating high integration. 


Socioeconomic status. Each family was 
classified according to socioeconomic status 
on the basis of the husband’s occupational 
category in the U. S. census index of occupa- 
tions.'7 Three levels of socioeconomic status 
were used: 


1. High status: professionals, technical 
workers, managers, proprietors, sales work- 
ers. 


16. See, for example, Bernard Farber, “Family 
Organization and Crisis: Maintenance of Integra- 
tion in Families with a Severely Mentally Retarded 
Child,” Monographs of the Society for Research in 
Child Development, 25 (1960), No. 1. 

17. U. S. Bureau of the Census, 1950 Census of 
Population: Classified Index of Occupations and In- 
dustries (Washington, D. C.: U. S. Government 
Printing Office, 1950). 
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2. Middle status: clerical workers, crafts- 
men, foremen. 

3. Low status: operatives and kindred 
workers, service workers, laborers. 


Treatment for nervous condition. Classifi- 
cation of the mother on treatment for a ner- 
vous condition was based on her response to 
the question, “Since the birth of. 
(retarded child) have you had some treat- 
ment for nervousness or a similar condi- 
tion?” Regardless of the response, the inter- 
viewer probed further to determine the basis 
for the response. In 20 cases, the responses 
were too vague to permit a definite yes/no 
classification, and these cases were removed 
from the comparisons involving the mothers 
treated for a nervous condition. The nature 
of the treatment varied from commitment to 
a mental hospital and psychoanalysis at one 
extreme to tranquilizers and treatment of 
physical symptoms at the other. Most often, 
in two-thirds of the cases, the family physi- 
cian was the person who provided the treat- 
ment (although the list included such medi- 
cal specialists as dermatologists, internists, 
and obstetricians, as well as psychiatrists, so- 
cial workers, and psychologists). 


State of health. The state of health was 
determined by the response to the question, 
“Are you in good health?” Regardless of the 
response, the interviewer probed to deter- 
mine the basis for the response. In the an- 
alysis, if the person indicated good health, 
but qualified this in the elaboration, he was 
placed in the “qualified yes” category. There 
were, thus, three categories: in good health, 
in good health with qualification, and not in 
good health. 

Description of symptoms. Symptoms indi- 
cated by mothers who were treated for a 
nervous condition and mothers who reported 
poor health are presented in Table 1. Each 
mother was classified on the basis of the 
most “objective” symptom which she de- 
scribed in the interview. In almost every in- 
stance the symptoms reported by the mothers 
treated for a nervous condition still persisted 
at the time of the interview; symptoms for 
mothers reporting poor health were as of the 
time of the interview. 

In only four cases did the mothers .who 
regarded themselves as not in good health 





define their illness as unrelated to a nervous 
condition. These cases included two with a 
rheumatic heart condition, one spastic, and 
one mother with bronchiectasis. Hence, the 
major distinction between the two groups 
was that the mothers treated for a nervous 
condition more often defined their condition 
in behavioral terms such as nervous break- 
down, while the mothers who reported not 
in good health more often emphasized the 
physical consequences of their emotional 
problems.!* 


Table 1 
Own Symptoms Reported By Mothers 














Treated for 
Nervous Reporting Not 
Condition in Good Health 

Mothers’ Per Per 
Symptoms Number cent Number cent 
General “nervous 

problem’ 25 33.8 2. 6.5 
Gastrointestinal 

symptoms? 18 24.3 6 19.4 
General physical 

condition¢ 7 9.5 9 29.0 
Pain symptoms‘ 4 5.4 3 9.7 
Skin and allergic 

symptoms 4 5.4 1 3.2 
Glandular and 

reproductive 

problems¢ 4 5.4 6 19.4 
No information 

regarding nervous 

condition 12 16.2* 4** 129 
Total 74 100.0 31 100.1 





a. Includes nervous breakdown, anxiety neurosis, 
“get depressed,” “nervous,” struggle with self, psy- 
chosis. 

b. Includes ulcers, stomach trouble, colitis, gall 
bladder, constant nausea, constant bad taste in the 
mouth. > 

c. Includes severe weight gain or loss, terribly 
tired and lethargic, acute hypochondriasis, high 
blood pressure, blood run down, generally run down, 
always tired. 

d. Includes head and chest pains, migraine, arth- 
ritis and sciatica, and back trouble. 

e. Includes thyroid overactivity and underactivity, 
“female trouble,” diabetes, and glandular imbalance. 

*No comment on nature of nervous condition. 

**Includes rheumatic heart condition, spastic, 
bronchiecstasis. 


18. Cf. Lawrence E. Hinkle and Harold G. Wolff, 
“Ecologic Investigations of the Relationship between 
Illness, Life Experiences and the Social Environ- 
ment,” Annals of Internal Medicine, 49 (1958), p. 
1382. 
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As shown in Table 1, the two groups dif- 
fered by more than 10 per cent in three cate- 
gories: general “nervous” problems, general 
physical condition, and glandular and repro- 
ductive problems. One-third of the mothers 
who reported treatment for a nervous condi- 
tion as compared with one-fifteenth of the 
mothers in poor health retained a behavioral 
definition of their problem as a form of 
“nervousness.” However, three times as 
many mothers reporting poor health as those 
reporting treatment for a nervous condition 
defined their symptoms in terms of a poor 
general physical condition. Moreover, four 
times as many mothers who reported poor 
health as those reporting treatment for a 
nervous condition defined their health prob- 
lem as a glandular difficulty stimulated by 
an emotional condition. 


Analysis and Presentation 


The .05 level of statistical significance was 
used. In the description of the findings, mean 
scale scores are presented to convey differ- 


. ences between groups; these means, however, 
-are not used in tests of statistical signifi- 


cance.!® Although response patterns of scale 
types closest to the means are also indicated 
in the presentation of findings, this does not 
imply that the response patterns for all indi- 
viduals conformed to the expected patterns. 
The response patterns are presented merely 


19. Sidney Siegel, Nonparametric Statistics for 


the Behavorial Sciences, (New York: McGraw-Hill, 
1956). 


to suggest the “central tendencies” of re- 
sponses of the three groups of mothers. 


RESULTS 


Most findings are summarized in Table 2. 
The results are described below in the order 
of the hypotheses to which they refer. 


1. Mothers who had been treated for a 
nervous condition reported a greater initial 
impact of the diagnosis of retardation than 
did control group mothers. The treated 
mothers had a mean initial impact score of 
2.69 and mothers not treated a mean of 
2.27.29 If these means are interpreted in 
terms of the scale types which correspond to 
the score closest to the mean, the findings 
can be described as follows: The mothers 
who had been treated for a nervous condition 
tended to agree with the statements, (a) “I 
felt that it was the biggest tragedy of my 
life ;” (b) “I was very bitter and miserable ;” 
and (c) “I went to pieces (and) my world 
fell apart.’”’ The mothers in the control group, 
however, tended to agree only with the first 
two statements (a and b). The hypothesis is 
supported. 


2. Mothers who had been treated for a 
nervous condition generally had a lower 
marital integration score than did control 
group mothers. Mothers who had been treat- 
ed for a nervous condition had a mean mari- 


20. Mann-Whitney U one-tailed test; z— 1.83; 
P= 03. 


Table 2 


Mean Scores of Impact and Related Variables 








Initial Impact 
of Diagnosis 


Mothers by Health of Retardation 


Condition and 


Perceived Willingness 
Marital Demands on to Institu- 
Integration Mother tionalize Child 








Treatment Num- Mean — Num- Mean Num- Mean Num- Mean 
ber* Score ber* Score ber* Score ber* Score 
Nervous condition 
Not treated (controls) 142 2.27 139 3.76 141 1.67 140 3.26 
Treated 74 2.69 73 8.37 TH 2a2 70 3.31 
State of health 
Controls: 
Good health 1384 2.30 132 3.67 133 1.70 131 3.22 
Good with qualifications 29 «2.31 28 3.82 29 1.86 29 = 3.88 
Not in good health 31 2.23 27. 26T 30 = 2.48 30 5.23 





*Incomplete responses to the various scales responsible for variations in example size. 
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tal integration score of 3.37; mothers in the 

control group had a‘mean of 3.76. The hy- 

pothesis is supported.?! 


3. Mothers who had been treated for a 
nervous condition tended to perceive the re- 
tarded child as making greater «demands 
upon them than did control group mothers. 
The treated mothers had a mean score of 
2.12 on the demands scale and the control 
group mothers had a mean of 1.67.7 The 
scale type corresponding to a score of 1 re- 
quired only that the mother respond “very 
much” to the item, “Our retarded child needs 
patience and understanding.” The score 2 
scale type, in addition, required the mother 
to agree that “Our retarded child is hard to 
handle.” The hypothesis is supported. 


4. There was little difference in willing- 
ness to institutionalize the retarded child be- 
tween mothers who had received treatment 
for a nervous condition and mothers in the 
control group. The means for both groups 
were 3.3 (rounded). With respect to scale 
type, a score of 3 on the willingness scale 
would indicate that the mother had re- 
sponded “somewhat” to the items relating to 
the discussion of the possibility of placement, 
having thought about placement, and being 
too attached to place the child; this scale 
type also indicates that the mother responded 
“not at all” to being willing to institutional- 
ize the child. The hypothesis is not supported. 


In the analysis of data relating to Hypoth- 
eses 5-8, the control group mothers were 
split into two sub-groups: mothers reporting 
good health without qualification and moth- 
ers reporting good health but with qualifica- 
tion. 


5. There was little difference in initial im- 
pact of the diagnosis of mental retardation 
upon the mothers in the unqualified good, 
qualified good, and poor health categories.”* 
The scale type for the score nearest the 
means required the mothers to agree only 
with the statements that “I felt that it was 
the biggest tragedy of my life” and “I was 


21. Mann-Whitney U one-tailed test; z—1.86; 
P= .03. 

22. Mann-Whitney U one-tailed test; z— 2.41; 
P = .008. 

23. Kruskal-Wallis H = 0.005; 2 d.f.; P>.99. 


very bitter and miserable.’”’ The hypothesis 
is supported. 


6. Mothers who reported that they were 
not in good health had a lower marital inte- 
gration score than did the mothers in the 
good-health and qualified-good-health cate- 
gories. The mean for mothers not in good 
health was 2.67, for middle category mothers 
3.82, and for mothers in good health 3.67.74 
Because the mean marital integration for 
mothers in the qualified-good-health category 
was somewhat higher than that for mothers 
in good health, a separate comparison was 
made for the extreme categories. A Mann- 
Whitney U test between the marital integra- 
tion scores of mothers in good health and 
poor health indicated statitical significance 
also for the extreme groups alone.”> The hy- 
pothesis is supported. 


7. Mothers reporting not in good health 
generally perceived the retarded child as 
making greater demands on them than did 
mothers in the good-health and qualified- 
good-health categories. Mothers in good 
health had a mean score of 1.70 on the scale 
of perceived demands of the retarded child; 
mothers in the qualified-good-health cate- 
gory a mean of 1.86; and mothers reporting 
poor health a mean of 2.43.2 In terms of 
scale type, the good-health mothers mean fell 
below the type requiring agreement with the 
statement, “Our retarded child is hard to 


‘ handle,” while the mean for mothers report- 


ing poor health was between the scale type 
requiring agreement with the above state- 
ment and the more extreme statement, “I 
felt worn out from taking care of our re- 
tarded child.” The hypothesis is supported. 


8. Mothers who reported that they were 
not in good health tended to have higher 
scores on willingness to institutionalize the 
retarded child than did mothers in good- 
health and qualified-good-health categories. 
The mothers reporting good health had a 
mean of only 3.22 on their willingness scores, 
mothers in the middle category a mean of 
3.38, while the mothers reporting poor health 


24. Kruskal-Wallis H = 7.669; 2 d.f.; P<.05. 
25. Mann-Whitney U one-tailed test; z— 2.69; 
P — .004. 


26. Kruskal-Wallis H = 7.488; 2 d.f.; P<.05. 
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had a mean of 5.23.77 The scale type for a 
score of 5 provides for a “somewhat” re- 
sponse to being willing to place the child. The 
hypothesis is supported. 


9. In the sample, mothers who had been 
treated for a nervous condition generally had 
a higher initial impact score than did moth- 
ers who reported that they were not in good 
health..The results, however, were not sta- 
tistically significant. The mean for the 
treated mothers was 2.69 and for mothers 
reporting poor health 2.23.28 The hypothesis 
is not supported. 


10. In the sample, degree of marital inte 
gration of mothers reporting poor health 
was lower than that of mothers who had 
been treated for a nervous condition. The 
results bordered on statistical significance. 
The mothers reporting poor health had a 
mean integration score of 2.67 and the 
treated mothers a mean of 3.37.2° Support 
of the hypothesis is ambiguous. 


11. In the sample, mothers reporting poor 
health perceived the demands of the re- 
tarded child as greater than did mothers 
treated for a nervous condition. As antici- 
pated in the hypothesis, however, the results 
were not statistically significant. The mean 
score for mothers reporting poor health was 
2.43 and for mothers treated for a nervous 
condition 2.12.°° The hypothesis is supported. 


12. Mothers who reported themselves not 
in good health indicated a greater willing- 
ness to institutionalize the retarded child 
than did mothers treated for a nervous con- 
dition. The mean willingness score was 5.23 
for mothers reporting not in good health and 
3.31 for the treated mothers.*! The hypoth- 
esis is supported. 


13. The social status of families in which 
the mother had been treated for a nervous 
condition was higher than those in which 


27. Kruskal-Wallis H = 9.194; 2 df.; P= .01. 

28. Mann-Whitney U one-tailed test; z— 1.20; 
P= 12; 

29. Mann-Whitney U two-tailed test; z— 1.86; 
P=.06. 

380. Mann-Whitney U two-tailed test; z= 1.15; 
P= 26. A 

81. Mann-Whitney U one-tailed test; z= 2.73; 
P = .003. 


the mother reported poor health.®2 The re- 
sults are shown in Table 3. The hypothesis 
is supported. 


Table 3 


Socioeconomic Status of Women Treated for 
Nervous Condition and Women Reporting Not in 
Good Health 


Number of Women 
Treated for Reported 
Socioeconomic Nervous Not in 
Status Condition Good Health 

High 8 
Middle 10 
Low 13 
Total 31 

















DISCUSSION 


The data provided definite support for 
ten of the thirteen hypotheses tested. Hy- 
potheses 4 and 9 were not confirmed; the 
results regarding Hypothesis 10 were ambig- 
uous. However, while the findings regarding 
these three hypotheses were not those antici- 
pated, neither were the results in a direction 
which would refute the assumptions per- 
taining to types of crisis. 


In Hypothesis 4, if the findings had been 
that mothers who had received treatment 
for a nervous condition were more willing 
than control group mothers to institutional- 
ize the child, they would have contradicted 
the assumption of highly motivated sense of 
responsibility to continue care of the child. 
The results, however, indicated that general- 
ly in neither group did the mother indicate 
much willingness to institutionalize the re- 
tarded child. The control group mothers were 
probably reluctant for various other reasons 
—perhaps because these mothers found they 
had developed effective means in family re- 
lations for keeping the child at home. Al- 
though the results did not confirm the hy- 
pothesis statistically, examination of the 
scale type corresponding to the mean score 
suggested a low willingness of the treated 
mothers to institutionalize the retarded 
child. 


In Hypothesis 9, if results had indicated 


32. Kolmogorov-Smirnov one-tailed test; X*= 
7.049; P<.05. 
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that mothers who regarded themselves as 
in poor health also reported a higher initial 
impact than mothers treated for a nervous 
condition, the assumption of a differential 
process in family crisis would have been in- 
validated. Then, we would have had to re- 
gard the role organization crisis as an unre- 
solved tragic crisis and “poor health” merely 
as an extreme nervous condition. Examina- 
tion of scale types closest to the correspond- 
ing mean scores, however, revealed that the, 
mothers treated for a nervous condition 
tended to indicate that “I went to pieces; my 
world fell apart”? more often than mothers 
who regarded themselves as in poor health. 
The results were further complicated by the 
fact that some of the women reporting poor 
health had also been treated for a nervous 
condition. 

The results of Hypothesis 10 were not cru- 
cial for supporting the assumptions. They 
do suggest, however, that probably the stress 
of the role organization crisis is more closely 
related to marital integration than is the 
tragic crisis. 


The configuration of results generally sup- 
ports the characterization of the typology of 
family crises as tragic and role organiza- 
tional. An alternative to this view is to re- 
gard the development of a self-concept of 
being in poor health as an extreme nervous 
condition. This would imply only a difference 
in degree of crisis. However, as suggested 
above, this interpretation is untenable. 
(Moreover, mothers who reported in poor 
health suffered about the same degree of in- 
itial impact as the control group mothers, 
whereas those who reported treatment for a 
nervous condition suffered a significantly 


greater degree of initial impact than the 
control group mothers.) 


In this study, the type of crisis was re- 
garded only in terms of the mother’s reac- 
tion to the situation of having a severely re- 
tarded child. The reaction of the father was 
not taken into. account. Taking the father’s 
emotional reaction into account- would fur- 
ther refine the classification scheme and may 
add to the explanatory power of the crisis 
typology, especially in the decision to institu- 
tionalize the retarded child and in problems 
related to the mental health of the intellectu- 
ally normal children in the family.** Applica- 
tion of the typology to other kinds of family 
stress may also prove rewarding.** Perhaps 
in other situations (e.g., mental illness or al- 
coholism), the role organization crisis per- 
ceptibly precedes the tragic crisis.*® 


33. Inasmuch as this study has included only those 
families with a retarded child at home, families who 
institutionalized their retarded child immediately 
after birth are necessarily omitted. Data not re- 
ported in this paper indicate that the omitted fami- 
lies tend to be of higher socio-economic status and, 
therefore, able to hospitalize or institutionalize the 
child without a long delay. Ordinarily, there is a 
high negative association between degree of retarda- 
tion and age at which the retardation can be diag- 
nosed. Hence,.the omitted families likely have 
children who are so severely handicapped (both 
physically and mentally) that they would have be- 
come care problems in the home. 

34. Cf. Reuben Hill, “Generic Features of Fami- 
lies Under Stress,” Social Casework, 39 (1958), 
139-150. 

35. Cf. Joan K. Jackson, “The Adjustment of the 
Family to Alcoholism,” Marriage and Family Living, 
18, 1956) , 361-369 and John A. Clausen and Marian 
Radke Yarrow (Issue Editors), “The Impact of 
Mental Illness on the Family,” Journal of Social 
Issues, 11 (1955), No. 4. 
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SOME SOCIOCULTURAL CONSIDERATIONS IN THE 
CARE OF PATIENTS WITH MYOCARDIAL INFARCTION 


Robert Straus, Ph.D. 


Sociologists and other behavioral scientists 
working in the health setting are frequently 
asked for specific examples of observations 
or questions which represent their potential 
participation in considerations of medical 
care. The following observations emerged 


initially from a symposium shared by an ins * 


ternist, a psychiatrist, and a_ sociologst, 
concerned with a comprehensive considera- 
tion of the hospital management of patients 
with myocardial. infarction. 


It is the writer’s opinion that many con- 
siderations which might be labeled sociologi- 
cal are best applied to medical situations 
when viewed in the context of their interac- 
tion with physiological, biological, psycholog- 
ical, cultural, and environmental determi- 
nants of behavior.’ For this reason and with 
the hope of stressing the importance of a 
generic conceptualization, we have inten- 
tionally avoided any attempt to distinguish 
those questions which might be described as 
peculiar to sociology. 


The cardiologist describes myocardial in- 
farction as a condition in which a portion of 
the heart muscle has been damaged or de- 
stroyed. Recovery from the disease requires 
an opportunity for the damaged area to heal. 
Often healing can only occur under condi- 
tions which make possible absolutely mini- 
mal demands on cardiac work. Such condi- 


‘tions are created in part through absolute 


bed rest and are aided through the use of 
certain drugs and sometimes by the use of 
oxygen.” 


1. Robert Straus, “A Department of Behavioral 
Science,” The Journal of Medical Education, 34 
(1959), 662-66; Samuel W. Bloom, et al, “The So- 
ciologist as a Medical Educator: A Discussion,” 
American Sociological Review, 25 (1960), 95-101; 
Robert Straus, “The Comprehensive Approach to 
the Problems of Alcoholism,” Quarterly Journal of 
Studies on Alcohol, 20 (1959), 669-672. 


2. Paul Dudley White, Heart Disease, (Fourth 
Edition, New York: The Macmillan Company, 1951), 
Chapter 21. 


University of Kentucky College of Medicine 


THE PATIENT’S EMOTIONAL CONDITION 


A relationship between the patient’s or- 
ganic and emotional condition has long been 
recognized.* In the presence of myocardial 


_Mamage the individual’s ability to withstand 


emotional stress is compromised. The rela- 
tionship between organic damage, and stress 
threshhold can have serious implications in 
the management of myocardial infarction 
because emotional conditions such as anxiety 
can in turn have a marked impact on coro- 
nary circulation and can greatly increase the 
amount of cardiac work required to achieve 
given tasks. Even the work of simple 
breathing at complete bed rest can involve 
much greater strain for the anxious patient 
than for the patient whose mind is at ease. 
In view of this sensitive relationship between 
the patient’s emotional condition and his car- 
diac function, it is recognized that his very 
life may depend upon minimizing factors 
which produce fear, anxiety, or emotional 
strain. This is a difficult task at best for the 
sudden severe pain and other physical mani- 
festations of myocardial infarction are them- 
selves of a frightening nature. Furthermore, 
for the patient who may realize or suspect 
the nature of his disease, knowledge of its 


3. E. A. Stead, Jr., J. V. Warren, A. J. Merrill 
and E. S. Brannon, “The Cardiac Output in Male 
Subjects as Measured by the Technique of Right 
Atrail Catheterization. Normal Values with Obser- 
vations on the Effect of Anxiety and Tilting,” Jour- 
nal of Clinical Investigation, 24 (1945), 326-331; F. 
Mainzer and M. Krause, “The Influence of Fear on 
the Electrocardiogram,” British Heart Journal, 2 
(1940), 221-230; John B. Hickam, Walter H. Cargill 
and Abner Golden, “Cardiovascular Reactions to 
Emotional Stimuli. Effect on the Cardiac Output, 
Arteriovenous Oxygen Difference, Arterial Pressure, 
and Perip’:-ral Resistance,’ Journal of Clinical In- 
vestigation, 27 (1948), 290-298. 

4. Herbert L. Blumgart, “The Relation of Effort 
to Attacks of Acute Myocardial Infarction,” Journal 
of the American Medical Association, 128 (1945), 
775-778; Paul Wood, “Da Costa’s Syndrome (or 
Effort Syndrome),” British Medical Journal, 1 
(1941), 767-772, 805-811, 845-851. 
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grave implications can further increase and 
intensify a feeling of panic. Against this 
setting, let us consider some of our socio- 
cultural responses and ask how they may 
contribute to the emotional-organic response. 


OUR SOCIOCULTURAL RESPONSES TO THE 
PATIENT 


Perhaps the most characteristic response 
when an individual appears to have suffered 
a heart attack is to call upon resources in 
the community geared to dealing with emer- 
gencies. The police, the fire department, or 
an ambulance or all three of these resources 
may be summoned. Invariably they will ar- 
rive with sirens ringing and frequently the 
manner of emergency personnel bubbles with 
crisis. Have we ever considered what this 
emergency response may actually do to the 
patient? For many who have grown up in 
our culture, may not the sound of a siren 
incite fear or excitement? For some, may not 
the ambulance seem to be a symbol of im- 
pending death, especially when as in many 
communities this vehicle doubles in brass as 
a funeral coach? 

Although there will be many patients 
whose condition requires transportation 
which only an ambulance or other emergency 
vehicle can provide, may not there be many 
for whom the emotional impact of an emer- 
gency ride to the hospital will be more harm- 
ful than quiet transportation in a private 
automobile even though the latter might re- 
quire some physical exertion? 

On arrival at the hospital the patient with 
myocardial infarction, like all other patients, 
may be subjected to a new kind of trauma. 
He is stripped of all symbols of self-identifi- 
cation and finds himself in strange clothes, 
in a strange bed, in a strange room, faced 
with relating to a whole army of new and 
strange people. For some patients the impo- 
sition of a complete discontinuity with ordi- 
nary activities may be essential to effective 
therapy. For others, however, the anxiety of 
separation from familiar surroundings and 
props may well provoke a dangerous degree 
of anxiety. 

The significance of a particular illness to 
a patient from a psychosocial point of view 


and the meaning which experiences resulting 
from an illness have for a patient are often 
determined by pre-existing beliefs and con- 
cepts. 

Depending upon his own beliefs and those 
of his family and friends, the patient may 
view his illness with undue optimism or 
equally unwarranted graveness. He may min- 
imize the long-term implications or may be 
all too ready to accept a life of invalidism. 
He may have very definite notions about the 
usual course of disease, and become alarmed 
when his expectations are not fulfilled, or he 
may attach particular meaning to certain 
signs or symptoms and become unduly 
alarmed when they appear or perhaps when 
they fail to appear. 

In our contemporary culture nearly every 
patient has been exposed to the various 
media of mass communication—the news- 
papers, magazines, radio, television, and to 
the propaganda of voluntary health organi- 
zations. He has been asked to look for cer- 
tain warning signs which all of these media 
have stressed. Research is still needed to 
determine whether the “warning sign” ap- 
proach to preventive medicine actually facili- 
tates the detection of prodromal signs of dis- 
ease or whether it may instead forestall de- 
tection by increasing anxiety or actually 
contribute to those illnesses which are com- 
plicated by emotional stress. 


PERSONNEL-PATIENT INTERACTION IN THE 
HOSPITAL 


Within the hospital a patient’s ability to 
avoid anxiety depends greatly upon his in- 
terpersonal relationships and channels of 
communication. If hospital personnel who 
are aware of the gravity of his illness convey 
this awareness by their voice, their manner, 
or their touch, may not their very presence 
invoke anxiety? Or perhaps the noise box so 
frequently used in hospitals to summon 
physicians and others in case of emergency, 
by its very suddenness or the pitch in tone 
of voice employed, may instill panic in the 
bedridden patient. 

Most hospital patients will share a room 
with other patients. Much can be done if 
thought is given to the grouping of patients 
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to minimize trauma or irritation or to maxi- 
mize compatibility. One might ask whether 
patients with myocardial infarction should 
ever be allowed to share a room with other 
patients who have coronary disease. Is there 
not a risk that, should one patient experience 
crisis or death, the trauma of such a situ- 
ation might invoke deep anxiety or even 
prove fatal to the other patient? 

A recent study has shown that the average 
hospital patient may come in contact with as 
many as seventeen different hospital person- 
nel in a single day.’ These include not only 
the physician and several nurses, but also a 
variety of specialized ancillary personnel 
ranging from laboratory technicians to dieti- 
tians, food servers, those who keep records, 
distribute newspapers, and maintain cleanli- 
ness. The very presence of so many strang- 
ers in itself may impose a certain amount of 
emotional strain. In some hospitals where 
custom calls for moving patients from area 
to area or room to room in response to ad- 
ministrative requirements, the patient may 
be asked to relate to a completely new team 
of ten or seventeen faces with each move. In 
the management of myocardial infarction, it 
may well be advisable to consider the impact 


of this complex system of interpersonal re-: 


lationships and to make some provisions for 
simplifying the network of personnel as- 
signed to provide for the patient’s needs. 
We mentioned earlier that anxiety may be 
increased when the patient is stripped of all 
symbols of self-identification. When this is 
the case, stress might be minimized by pro- 
viding objects and people who signify secur- 
ity. The use of one’s own pajamas, the pres- 
ence of familiar objects of clothing, or a 
favorite knick-knack and the knowledge that 
dear ones are nearby, can all be important in 
the planning for comprehensive patient care. 
Many patients with myocardial infarction 
will be obsessed with a feeling of urgency for 
some task which they feel they must do. For 
a patient who feels that a letter must be 
written or a partner advised, may not the 
physical strain involved in conducting brief 
business activity involve perhaps less cardiac 


5. Howard L. Bost and Alan Ross, Study relating 
to the planning of progressive care for hospital 
patients. University of Kentucky Medical Center 
Planning Staff, unpublished. 


strain than the chronic worry which would 
persist should this need be unfulfilled? 

Obviously the needs of patients will vary 
tremendously. For some, the onset of serious 
illness and resulting hospitalization may 
bring fulfillment of a long time search for. 
dependency. Since the initial treatment of 
myocardial infarction requires imposing a 
state of dependency upon the patient and 
maintaining restrictions over a long period 
of time, there is always danger that a syn- 
drome of overdependency may result. Great 
sensitivity to the emotional needs of the indi- 
vidual patient will be required during con- 
valescence as the therapist tries to maintain 
prudent restrictions on overdoing, while en- 
couraging the patient to do what he can for 
himself. 


INTERPERSONAL RELATIONSHIP OF PHYSICIAN 
AND PATIENT 


The interpersonal relationship between the 
physician and the patient is an important 
social situation. If patient care is to be com- 
prehensive and geared to the needs of the 
individual patient, including his beliefs, val- 
ues, and personality traits, special skills in 
communication are required. Every indi- 
vidual, as a result of his own experience 
tends to develop certain deaf spots and blind 
spots which make it difficult for him to 
really hear or observe phenomena which may 
literally stare him in the face. It is especially 
important that physicians and other health 
personnel develop acuity for hearing and 
observing both the verbal and non-verbal 
communications of their patients. It is only 
recently that techniques have been developed 
for sharpening these skills, and more re- 
cently that importance has been attached to 
some of the more subtle aspects of communi- 
cation in the training of health personnel. 

We know too that the interpersonal rela- 
tionship between the physician and the pa- 
tient is often influenced by many character- 
istics of a socioeconomic nature. By and 
large physicians and patients alike feel more 
comfortable when they are relating to others 
from similar social strata who share values, 
beliefs, and attitudes. It has been demon- 
strated that when physicians have an oppor- 
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tunity to select patients, they will more fre- 
quently choose those from social strata simi- 
lar to their own.® It has been found that pa- 
tients too are more comfortable with physi- 
cians who they feel really know and under- 
stand their way of life. In order to achieve 
effective empathy with their patients, it is 
important that health personnel develop an 
understanding and a sympathy for differ- 
ences in cultural, economic, social, and per- 
sonality characteristics, and for their impli- 
cations in human response to illness. 


OTHER SOCIOCULTURAL VARIABLES 


There are other sociocultural variables 
which appear important in the hospital man- 
agement of heart disease, as well as in the 
management of many other types of health 
problems. The establishment and enforce- 
ment of special diets requires an understand- 
ing of. the patient’s cultural orientation to 
food. This may be particularly important in 
the case of certain cultural groups such as 
the Italian or the Jewish which are some- 
times characterized as food-oriented because 
of the great emphasis which is placed upon 


6. For example, Leslie Schaffer and Jerome K. 
Myers, “Psychotherapy and Social Stratification,” 
Psychiatry, 17 (1954), 83-93. 


quality and quantity of food. The importance 
of family members is another matter which 
can be highly significant. For example, it has 
been observed among families from Eastern 
Kentucky that when one member of the fam- 
ily is ill, the entire family will come to the 
physician’s office or hospital. Provisions for 
keeping the family nearby or at least for 
allowing certain members to remain close at 
hand may have important therapeutic sig- 
nificance for the patient. 


In this review of considerations signifi- 
cant to the care of patients with myocardial 
infarction, we have quite intentionally avoid- 
ed any attempt to identify sharply those 
considerations which can be called psycho- 
logical, sociological, or cultural. Instead, we 
have tried to pose questions concerning the 
possible interaction of these factors with 
physiological and other organic conditions 
on which the very life of the patient may 
hang in balance. It is our thesis that the 
identification and understanding of this in- 
teraction process can contribute to a better 
understanding of human behavior, and to- 
gether with similar insights developing in 
the biological sciences and in the fields of 
clinical medicine, can contribute to a generic 
understanding of human response to illness 
and a more comprehensive and effective ap- 
proach to the practice of medical care. 





MAILED QUESTIONNAIRES IN LONGITUDINAL 
HEALTH STUDIES: THE PROBLEM OF 
_ MAINTAINING AND MAXIMIZING 
RESPONSE* 


Leo G. Reeder, Ph.D. 


Maintenance of response in a longitudinal 
or follow-up study has always presented im- 
portant problems in survey research. When 
a follow-up study depends upon responses to 
a mailed questionnaire, the problem may be 
compounded. Use of the mailed questionnaire 
as a method of eliciting information, like 
the personal interview, has advantages and 
disadvantages. These have been reported in 
detail elsewhere.” Briefly, the mailed ques- 
tionnaire is more expedient, quicker, and 
cheaper than the personal interview. Re- 
sponse is the limiting factor in mailed ques- 
tionnaires. 


Motivating respondents to participate in 
a mailed questionnaire study is one of the 
major problems facing investigators in sur- 
vey research. It is assumed that proper moti- 
vation would increase validity of responses 
to questionnaire items and decrease the num- 
ber of non-respondents. Investigators have 
reported the use of a variety of techniques 
to motivate response, including use of the 
telephone, vari-colored stamps, coins, et cet- 
era. It has been suggested that motivation to 
respond can be increased by establishing “an 


*The author wishes to express his gratitude to 
Mrs. Anne Coulson for her valuable suggestions and 
statistical assistance, and to Professor John M. 
Chapman, M.D., for his many helpful comments. 
Bruce Picken, M.D., Heart Disease Control Program, 
P.H.S., on assignment to California, rendered im- 
portant assistance on the follow-up phases of the 
study. (This investigation was supported in part by 
U.S.P.H.S. research grant H-4087 from the National 
Heart Institute, Public Health Service. 


1. T. A. Berger, C. E. Palmer, “A Follow-Up 
Study of Tuberculosis in Former Student Nurses,” 
Journal of Chronic Diseases, 3 (1956), 499-520. 


2. See Mildred Parten, Surveys, Polls, and Sam- 
ples, New York: Harper Brothers, 1950, 331-425; 
and M. Jahoda, M. Deutsch, and S.. Cook, Research 
Methods in Social Relations, (New York: The Dry- 
den Press), 1951, 152-208. 


University of California, Los Angeles 


School of Medicine and School of Public Health 


image of social utility of the survey in terms 
of the value system of the society, group, 
and/or community under study” and empha- 
sizing the “special role of each respondent 
in making possible the attainment of the 
maximum utility of the survey.’ 

An effort was made to apply these two 
principles when it became important to send 
three successive annual mailed question- 
naires to a population which was under study 
for approximately eight years. The results 
were unusual. The returns for each of the 
three mailings were respectively 82.8 per 
cent, 87.5 per cent and 92.3 per cent. An ex- 
plication of the procedures employed in 
maintaining and maximizing returns in this 
study may prove to be useful to others en- 
gaged in health surveys. 


BACKGROUNDS AND PROCEDURES 


The Los Angeles Heart Study was started 
in 1949 as a “demonstration heart screening 
and job evaluation program” of a sample of 
the Los Angeles City Civil Service popula- 
tion.t The focus of the study has been on 
the epidemiology of coronary heart disease 
in this population subgroup. A sample of 
2,252 was randomly selected, including 1,859 
men and 393 women. The sample was divided 
into age, sex and job classifications. In addi- 
tion, the sampling design provided for al- 


3. W. L. Slocum, L. T. Empey, and H. 8S. Swan- 
son, “Increasing Response to Questionnaires and 
Structural Interviews,” American Sociological Re- 
view, 21 (1956), 221-225. 

4, For a detailed statement of the research see: 
J. M. Chapman, et. al., “Measuring the Risk of 
Coronary Heart Disease in Adult Population 
Groups,’ American Journal of Public Health, 47, 
(1957), Part 2, 33-42. Policemen and firemen were 
excluded from the sample because of their rigid 
physical requirements for employment. 
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ternates in cases of refusal or inability to 
participate in the study. 

Between 1949 and 1954, the subjects in 
the study received up to three clinical exam- 
inations by cardiologists. All of the 2,252 
subjects participated in the first examina- 
tion. These subjects represent the basic study 
population; that is, no alternates were in- 
cluded in the study after this point. 

Subsequent to completion of the last clini- 
cal examination in 1954, the study popula- 
tion has been followed by mailed question- 
naires as the initial step in the procedure 
to discover newly diagnosed cases of coro- 
nary heart disease. The first questionnaire 
was developed in 1956 and mailed during the 
period between October, 1956 and March, 
1957. After the returns had been received 
and analyzed, the 393 women subjects were 
dropped out of the study because of the 
small number of females in the sample and 
the difficulty of maintaining contact due to 
changes in names. Consequently, all subse- 
quent references are to the male subjects 
only. 


Description of the Sample 


The original male sample consisted of 
1,859 persons of whom 1,557 were white and 
302 were Negro. To facilitate the analysis 
of the data by occupational characteristics, 
the 300 or more job titles of the Los Angeles 
City Civil Service were classified into five 
socioeconomic status groups representing a 
modified version of the Alba Edwards scale 
used by the Bureau of the Census. The use 
of occupation as a single index of socioeco- 
nomic status is well supported by empirical 
research which indicates that occupation is 
the best single predictor of social status in 
our society. It is recognized, however, that 
some of the men may have since changed 
jobs, resulting in a change in status. Be- 
cause a civil service population contains oc- 
cupations untypical of the general popula- 
tion and the range of occupations is narrow- 
er, such factors as kinds of professionals, or 
size and economic strengths of businesses, 
sometimes taken into account in developing 
a socioeconomic status scale, are considered 
as not particularly relevant to this popula- 
tion group. The five groups follow: 


Socioeconomic 
Status Group 
1 


Occupations 
Professional and managerial 
2 Semi-professional, technical, 

white-collar supervisors 
3 Skilled, clerical 
4 Semi-skilled workers 
5 Unskilled workers, laborers, 
custodial workers 


The distribution of the sample population 
by age and race is shown in Table 1. Among 
Negroes there is a concentration of the sam- 
ple population in the younger age groups. In 
other respects, the age distribution of this 
population approximates the general labor 
force of Los Angeles as of 1950. 


Table 1 
Distribution of Sample Population by Age and Race 








White Negro Total 


Age Per Per Per 
Group* Number Cent Number Cent Number Cent 


20-29 199 12.8 24.5 278 14.7 
30-39 362 23.3 32.8 461 24.8 
40-49 383 24.6 21.2 447 24.0 
50-59 413 26.5 16.2 462 24.8 
60 & Over 200 12.8 5.3 216 11.7 
Total 1557 ~=100.0 100.0 1859 100.0 


*The age of the subject refers to age at entry to 
the study. 











Reference to Table 2 shows that the Negro 
worker is concentrated in the two lower so- 
cioeconomic status groups, representing man- 
ual labor. There is a much greater propor- 
tion of Negroes under than over age 50 in 
Group 3. These comparisons are based on the 
1949 civil service population. Changes in so- 
cial and economic conditions may have modi- 
fied proportions since that time. 


Table 2 


Percentage of White and Negro Males in Each 
Socioeconomic Group by Age 








Socioeconomic 
status 
groups 


Percentage by Age Groups 
60 and 
20-29 30-39 40-49 50-59 over Total 


A. White Respondents* 
1 4.0 9.9 14.1 17.4 180 13.2 
2 28.6 14.4 13.3 181 180 15.4 
3 36.2 53.6 50.6 48.2 40.0 47.4 
4 11.6 12.1 11.0 188 105 12.0 
5 19.6 9.9 11.0 7.5 18.0 11.8 
Number (199) (362) (383) (413) (200) (1557) 
Per cent 100.0 100.0 100.0 100.0 100.0 100.0 
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B. Negro Respondents 

0.0 0.0 1.6 0.0 0.0 0.3 

0.0 3.0 0.0 2.0 0.0 1.3 

13.9 13.9 11.0 6.1 6.2 11. 

Ci. 212 $1.2 28.6 31.3 21.5 

5 79.7 62.6 56.2 63.3 62.5 65.6 
Number (74) (99) (64) (49) (16) (3802) 
Per cent 100.0 100.0 100.0 100.0 100.0 100.0 


*Includes five native born Oriental subjects com- 
bined with the White group because of the small 
number. 





CONTINUITY OF CONTACT 


Analyses of the characteristics of the re- 
spondents and non-respondents are based up- 
on the 1958 questionnaire experience. Con- 
tact with the sample was maintained by (1) 
mailed questionnaires; (2) employment data 
provided annually by the City of Los An- 
geles, including changes of job, retirements, 
resignations, and dismissals during the pre- 
vious year, as well as the last known ad- 
dress; (3) an annual search of the death 
records by the California State Department 
of Public Health of persons not contacted; 
and, (4) referring persons not found by the 
methods above to an experienced field in- 
vestigator. The latter appealed to numerous 
sources, including retirement offices, credit 
offices, trade unions, neighbors, et cetera. By 
these methods, only 50 (2.7 per cent) of the 
1,859 males in the original sample have not 
been accounted for. ‘ 

From October, 1956 to March, 1957 a 
mimeographed questionnaire was sent to 
1,794 participants known to be alive. It asked 
for information about ten items: job history 
since the last clinical examination; whether 
a physician had diagnosed “heart trouble ;” 


date of diagnosis; type; other illnesses and 
operations ; three history questions indicative 
of heart disease; and the name and address 
of the subject’s personal physician, with spe- 
cific permission to request further informa- 
tion from him. The respondent was asked to - 
sign the questionnaire. 

Each questionnaire was accompanied by a 
mimeographed letter stating that the School 
of Medicine was cooperating with the Na- 
tional Heart Institute and the California 
State Department of Public Health in re- 
questing: information from all persons who 
had participated in the clinical examinations 
during 1950-1954. The letter also stated that 
such information was valuable and would 
provide further understanding about heart 
disease. The signature on this letter was 
mimeographed. A self-addressed, stamped 
envelope was furnished. These materials 
were enclosed in the employee’s salary en- 
velope and sent by the City of Los Angeles 
to those persons still employed by the City. 
The project research staff mailed the ques- 
tionnaire from the University to the resi- 
dence of persons no longer employed by the 
City. This was the only instance in which 
this procedure was followed. All subsequent 
questionnaires were mailed by the project 
research staff from the University to the 
residence of the subject. 

Persons who did not respond were sent 
another questionnaire by certified mail. Use 
of the certified mail technique, which re- 
quests a return signed receipt by the ad- 
dressee, enabled the staff to know who had 
received the questionnaire. Of the 1,794 ques- 
tionnaires mailed to the subjects, 1,658 had 
been received and 89.6 per cent of those re- 
ceived were returned (Table 3). 


Table 3 


Comparison of Responses to Three Mailed Health Questionnaires With the Number Sent To, and Received By, 
the Respondents 








Compared with the Number Sent Compared with the Number Received* 

Sent Returned Not Returned Received Returned Not Returned 
Year of Per Per Per Per Per Per 
mailing Number cent Number cent Number cent Number cent Number cent Number cent 


1956-1957 1,794 100.0 1,485 82.8 809 17.2 1,658 100.0 1,485 89.6 173 10.4 
1958 1,758 100.0 1,529 87.0 229 13.0 1,678 100.0 1,529 91.1 149 8.9 
1959 1,665 100.0 1,538 92.3 127 UT 1,627 100.0 1,538 94.5 89 5.5 


*Number not received by respondents in 1956-1957, 136; 1958, 149; 1959, 38. 
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In 1957 a second questionnaire was devel- 
oped to be mailed early in 1958. This ques- 
tionnaire, along with the covering letter, was 
printed on better quality paper. It contained 
some of the same items as the first question- 
naire and, in addition, several new items 
concerning smoking habits and estimates of 
physical activity. The subject was also asked 
to provide the name and address of someone 
who would always know his whereabouts. 
The covering letter called attention to the 
subject’s past participation and contribution 
to a valuable research effort. The confiden- 
tiality of the information was emphasized. In 
this case, the director of the study personally 
signed each letter. 


In February, 1958, the second question- 
naire was sent to 1,758 persons known to be 
alive. In mid-March, a follow-up letter, on 
a University letterhead, and the original 
explanatory letter were enclosed with the 
questionnaire and sent by certified mail to 
those who had not replied.® The strategy was 
to indicate to the subject that only a few 
questionnaires, his included, had not yet 
been received and to emphasize that the 
study could be of value only if each person 
supplied the requested information. 


Although the total number of participants 
were fewer in 1958 as compared to the pre- 
vious year, a larger proportion of them re- 
ceived the questionnaire. Furthermore, more 
questionnaires were returned by the subjects 
(Table 3). The non-response group dropped 
from 10.4 per cent in 1956-57 to 8.9 per cent 
in 1958. Part of this improvement may have 
been due to certain technical factors such as 
the use of a personal signature, and the fact 
that all of these questionnaires were mailed 
directly from the University to residential 
addresses, thus removing the possible impli- 
cation that the health questions were in some 
way related to the job. The strategy of em- 
piasizing the importance of each individual’s 
response to the study of heart disease was 


5. The use of the certified mail technique is not 
without its hazards. W. L. Slocum reports that, in 
one study with which he is familiar, some cattlemen 
drove 40 or more miles to get a certified letter to 
find that it contained only a questionnaire and no 
explanatory letter. They expressed their objection 
to this use of certified mail in vigorous language. 


also considered an important factor in im- 
proving response. 

In January 1959, the third annual ques- 
tionnaire was developed. This questionnaire, 
the briefest of the three used in the study, 
contained only four items. The term “con- 
fidential” was added beneath the project 
title. A new letter developed for this. ques- 
tionnaire employed the same strategy as in 
previous letters of thanking the respondent 
for his past valuable contributions and em- 
phasizing the respondent’s participation in 
an important research study. Each letter was 
personally signed and, in addition, a personal 
touch was added to several letters. The direc- 
tor of the study included a handwritten 
postscript to respondents who had made un- 
cooperative replies or various inquiries to the 
study during the previous year. The first 
wave of questionnaires were mailed in mid- 
February. During the third week of March, 
a second wave of questionnaires were mailed 
to those who had not returned the first. 
These two waves of questionnaires were sent 
by ordinary mail. In April a new letter was 
developed to be sent, with a third wave of 
questionnaires, by certified mail. This letter 
is reproduced below: 


We are sorry if our recent letter did not 
reach you. If it did reach you, perhaps you 
have mislaid it or have found it inconvenient 
to reply earlier. 


We are enclosing another questionnaire 
with the hope that you continue to help us 
in our research on the occurrence of heart 
disease. It is important to know the present 
health of each person in this study—that is, 
whether or not heart disease has occurred. 
You are indispensable to the study as no 
one’s experience may be exactly like your 
own. Will you, then, please reply to the ques- 
tionnaire? 

Thank you for your cooperation and as- 
sistance. 


Analysis of the data revealed that of those 
receiving the questionnaire a greater per- 
centage returned it than was true in the 
previous two years. Furthermore, the num- 
ber of questionnaires returned in 1959 also 
increased over the 1956-57 and 1958 ques- 
tionnaire returns, despite losses due to death 
(Table 3). Use of the handwritten postscript 
to the uncooperative respondents resulted in 
no significant increase of response. These re- 
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‘sults and their implications are discussed 
below. It is worth noting that only 38 ques- 
tionnaires were not received by the subjects 
in the study; of these subjects, 11 were later 
discovered to be dead. Obviously, the returns 
for the 1959 mailed questionnaire support 
the feasibility of continued follow-up using 
this technique. 


CHARACTERISTICS OF RESPONDENTS AND 
NON-RESPONDENTS 


A number of studies have demonstrated 
important differences between respondents 
and non-respondents.* The evidence from 
previous studies shows that, in a heterogen- 
ous universe, persons with higher education, 
greater writing facility, et cetera, tend to re- 
ply to mail questionnaires in disproportion- 
ately larger numbers. In such cases, the mail 
response will be over-weighted with the char- 
acteristics of more-educated persons and un- 
der-weighted with the characteristics of the 
less-educated non-respondents. In one of the 
few reported experiments on response to 
mail questionnaires, Wallace found that the 
non-repliers in his study population were 
primarily in the skilled, semi-skilled, and 


6. For example, “Objective Differences Among 
Various Types of Respondents to a Mailed Question- 
naire,” H. A. Edgerton, S. H. Britt, and R. D. Nor- 
man, American Sociological Review, 12 (1947), 
435-444; C. F. Reuss, “Difference Between Persons 
Responding and Non-Responding to a Mailed Ques- 
tionnaire,” American Sociological Review, 8 (1943), 
433-438. 


other manual occupations. The highest re- 
turn group was in the better educated white 
collar category." 

Characteristics of respondents and non- 
respondents to the 1958 questionnaire were 
analyzed by socioeconomic status, race, and- 
age. The per cent responding and not re- 
sponding in each socioeconomic status group 
revealed that for the white population, the 
percentage returned was similar for each 
status group except for SES group 5 (Ta- 
ble 4). The response in status group 5, the 
lowest ranking group, was significantly dif- 
rent from all the other groups. While this 
pattern does not hold for the Negro popu- 
lation, it should be noted that SES group 
5 again had the lowest percentage response. 
It is evident that the pattern of response in 
this study confirms the results of previous 
mail questionnaire studies which showed that 
the non-respondents were primarily in the 
lower SES groups. 


Among the Negro population, the propor- 
tion of each SES group responding to the 
questionnaire was lower than the correspond- 
ings white group. The White-Negro differ- 
ences for status groups 3, 4, and 5 (too few 
cases in status groups 1 and 2 among the 
Negro population) were statistically signifi- 
cant. Analysis of the data showed that the 
white population was under-represented 
among the non-respondents and that the Ne- 


7. David Wallace, “A Case for and Against Mail 
Questionnaires,” Public Opinion Quarterly, 18, 
(1954), 40-52. 


Table 4 
Response to 1958 Questionnaire by Race and Socioeconomic Status 








Socioeconomic 


Respondents* 


Non-respondents* 





and Racial Group 


White 


Negro White Negro 





White 


Number cent 


Per Per Per Per 
Number cent Number cent Number cent 





187 179 
224 212 
661 628 
164 155 
159 142 


Total 1,395 1,316 


95.7 1 100.0 , 0 0.0 
94.6 2 66.7 ; 1 33.3 
95.0 26 81.2 ld 6 18.8 
94.5 48 84.2 9 15.8 
89.3 135 78.9 A 386 + 21.1 
94.3 212 80.3 a 52 19.7 





*Respondents included those who returned the questionnaire at the first or the second mailing. Non- 


respondents included those who received the questionnaire but did not return it. The chi square test of the 
significance of differences in response by race indicate that these differences were statistically significant 
in status group 3 (chi square—8.5; P .005); status group 4 (chi square=—5.4; P .02); and status group 5 
(chi square—5.4; P .—2). Group 5 responded less well in both races than other groups (chi square=10.0; 
P .005). 
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gro group was over-represented. These dif- 
ferences were statistically significant beyond 
the .001 level. The over-representation of the 
Negro population among the non-respondents 
is undoubtedly related to the finding that 
the non-respondents as a whole are concen- 
trated in the lower status groups, and that 
the bulk of the Negr» sample population are 
in the lower status gi:oups. It would be diffi- 
cult to further explain these findings with- 
out additional personal background informa- 
tion not now available. 

Analysis of the data by age groups with- 
in status groups showed that age was an 
influential factor in response among the 
white population. Response to the 1958 ques- 
tionnaire decreased as age increased, irre- 
spective of socioeconomic status. In the Ne- 
gro population subgroup, there was no con- 
sistent pattern of response by age within 
each status group. 

Finally, it was hypothesized that socioeco- 
nomic status would be directly related to the 
percentage returned on the first mailing of 
the questionnaire. The analysis revealed the 
confirmation of the hypothesis; the differ- 
ences being significant at the .005 level (Ta- 
ble 5). On the assumption of a high corre- 
lation between education and occupation, 
these data tend to support the findings of 
Wallace’s experiment and other related 
studies.*® 

Another factor under observation in con- 
nection with the use of the mailed question- 
naire is whether persons who are known to 
have heart disease respond more or less than 
persons without heart disease. This analysis 
will be reported on at a later date. 


In conclusion, it appears that in this sam-— 
ple population non-response is related to 
socioeconomic status and race; but whites 
and Negroes apparently do not represent a 
homogeneous universe since age difference 
was an influential factor in the white popu- 
lation subgroup. 


SUMMARY AND CONCLUSION 


Data have been presented showing the 
methods and techniques employed in main- 
taining and maximizing response in a longi- 
tudinal study utilizing mailed questionnaires 
as part of the follow-up of a sample popu- 
lation. A number of research studies have 
reported the results of various techniques 
to maximize returns to a mailed question- 
naire.® In the present study it appears that 


8. Larson and Catton point out that the persons 
who return a mail questionnaire in the first wave 
are likely to be different from those responding to 
later follow-up efforts. For certain purposes this 
may be a desirable factor, particularly if one is con- 
cerned with studying only those to whom the uni- 
verse of concern is a significant and positively 
valued reference group. See R. F. Larson and W. R. 
Catton, Jr., “Can the Mail-Back Bias Contribute to 
a Study’s Validity?” American Sociological Review, 
24, (1959), 243-245. 

9. F. B. Waisaner, “A Note On the Response to 
a Mailed Questionnaire,” Public Opinion Quarterly, 
18 (1954-55), 210-212; A. Ferriss, “A Note on 
Stimulating Response to Questionnaires,” American 
Sociological Review, 16 (1951), 247-248; W. M. 
Kephart and M. Bressler, “Increasing the Responses 
to Mail Questionnaires,’ Public Opinion Quarterly, 
22 (1958), 123-132; S. Levine and G. Gordon, “Max- 
imizing Returns on Mail Questionnaires,” Public 
Opinion Quarterly, 22 (1958), 568-574; J. T. Gulla- 
horn, “Increasing Returns from Non-Respondents,” 
Public Opinion Quarterly, 23 (1959), 119-121. 


Table 5 


Comparisons of White Respondents to First Mailing, Second Mailing, and Non-Respondents in Each 
Socioeconomic Status Group, All Ages 
1958 Questionnaire* 








Number in Each 


Returns, Number and Percentage 





Socioeconomic 


First Return 


Second Return Non-Respondents 





Status Group 


Number Per cent 


Number Per cent Number Per cent 





187 164 
244 188 
661 546 
165 121 
159 108 


Total 1,395 1,127 


87.7 8.0 8 
83.9 10.7 12 
82.6 12.4 33 
73.8 20.7 9 
67.9 21.4 17 


80.8 13.5 79 





*Chi square = 30.0; P< .005. 
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the continuity of the sample population and 
the improvement of response to the present 
level of 94.5 per cent of those receiving it 
are due to a number of factors related to 
techniques, as well as to the characteristics 
of the population. 


Factors in Improving the Response 


First, the use of an explanatory letter was 
probably an important factor in improving 
the response. The strategy of emphasizing 
previous valuable contributions to the study, 
and the attempt to create a consciousness of 
participation in a scientific research project 
on a major disease, highlighted by the na- 
tion’s president’ having this disease, might 
have played a part in developing cooperation 
with the study on the part of the subjects. 
Second, the use of careful follow-up proced- 
ures were important in locating, contacting, 
and motivating the subject to respond. Third, 
all three questionnaires used in this study 
have been brief and confined to health mat- 
ters. In fact, the limitation of the study to 
a single problem, heart disease, may in itself 
be a significant factor in continuity and in- 
creasing of response. Fourth, improvements 
were made in methodology, including word- 
ing, placement of items, use of a University 
letterhead, personal signatures, postscripts, 
and special individual letters. Fifth, the 
members of the Los Angeles Heart Study are 
becoming accustomed to receiving annual in- 
quiries from the project research staff. Fi- 
nally, the population under study is a sam- 
ple of a particular occupational group in our 
society—the civil service worker—a factor 
which may have influenced the results in a 
positive direction. 

It may be assumed that, typically, the civil 
service worker is a person who is career- 
oriented and conforms to expectations; more 


specifically, he is accustomed to completing 
forms and questionnaires. Occupational role- 
behavior within such an organizational set- 
ting has been described in the well-known 
articles by Merton, Davis, and Turner.!® If 
the assumed occupational role-behavior of © 
civil service workers is correct, this may 
partially explain the continuity of the study 
population and the relatively high rate of 
response. It would also help explain the non- 
response of a certain portion of this popula- 
tion. The non-respondents are primarily 
members of low-ranking socioeconomic stat- 
us occupations. They would tend to be job- 
oriented, rather than civil service career- 
oriented, and consequently would not be sub- 
ject to the “conforming” expectations of the 
organization setting. In addition, these men 
are in the SES groups that typically have 
the largest proportion of non-respondents in 
mail surveys for a variety of reasons related 
to their social status. 

The experiences with the mailed question- 
naire described in this report indicate that 
the efforts to establish an image of the use- 
fulness of the study in terms of the value of 
health, and the emphasis placed upon the 
special role of the respondent in realizing 
the goal of the study, probably were con- 
tributing factors in maintaining and maxi- 
mizing response. Of course, the use of the 
techniques employed in this study may not be 
effective in some other populations with dif- 
ferent characteristics. Each investigator 
should adapt, improvise, and design ap- 
proaches to fit specific situations. 


10. R. K. Merton, “Bureaucratic Structure and 
Personality,” Social Forces, 18 (1940), 560-568; 
A. K. Davis, “Bureaucratic Patterns in the Navy 
Officer Corps,” Social Forces, 27 (1948) 148-153; 
R. H. Turner, “The Navy Disbursing Officer as a 
Bureaucrat,” American Sociological Review, 12 
(1947), 342-348. 
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Howard E. Jensen (Professor Emeritus, 
Duke University), “Sociological Aspects of 
Aging,” Public Health Reports, 73 (1958), 
569-576. 


The author stresses the disparate, though 
complimentary, biological and sociological 
problems of aging. “Biological research on 
the progressive changes taking place in the 
aging organism deals with objective anatom- 
ical and physiological phenomena directly 
measurable by physically standardized in- 
struments. Sociological investigation of the 
interrelationships of the aging organism and 
the sociocultural environment, on the other 
hand, is concerned with covert or subjective 
attitudes and values that are only indirectly 
measurable by instruments.” 

The aging of an individual, as a sociocul- 
tural phenomenon, is defined not by physi- 
cal deterioration or by time but by the value 
system of his society. “A person is sociologi- 
cally old when he is so regarded and treated 
by the members of his social groups.” Socio- 
logically considered, the problem of aging in 
contemporary western culture is a new phe- 
nomenon in at least four ways: (1) the in- 
creasing number of aged, (2) the extension 
of the time during which they enjoy (or 
suffer) that status, (3) the abruptness of 
the transition from productivity to retire- 
ment, and (4) the loss of role and status 
that accompanies it. 

In simpler cultures, as well as in our own 
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until the last two or three generations, the 
gradualness of the physiological changes was 
paralleled by a corresponding gradualness in 
the change of social functions, which permit- 
ted a smooth transition and a gradual ad- 
justment to the new functions by both the 
aged and their younger contemporaries. 
Again in the simpler societies the aged usu- 
ally suffered no loss of role and depreciation 
of status as is the fate of the majority of 
the elder generation in our highly developed 
technological civilization. 

The author points out that the simplest 
part of the sociological problem of aging is 
to ascertain the objectively determinable 
physical needs of the aged (chiefly economic 
security, housing and medical care, and rec- 
reational and other leisure time facilities), 
and to provide for them. But knowledge 
about and provision for the less tangible and 
more subjective sociocultural needs present 
far more difficult problems for both social 
research and social action. Chief among 
these are needs associated with the more sub- 
jective values of religion, emotional security, 
personal independence, and social status and 
role. The author emphasizes the importance 
of aiding the retired person to secure an ac- 
ceptable and successful substitute role for 
the later years. However, our current value 
system frequently prevents this because of 

‘the present attitudes toward the aged. Ac- 
tions designed to facilitate shifts in roles will 
require much more extensive and detailed 
research than is now extant. Several impor- 
tant areas for such research were delineated 
by the writer. C.W.A. 


2. 


E. Wesley Hiler (Agnews State Hospital, 
Agnews, California), “The Sentence Comple- 
tion Test as a Predictor of Continuation in 
Psychotherapy,” Jowrnal of Consulting Psy- 
chology, 23 (1959), 544-549. 


The purpose of this study was to evaluate 
the Michigan Sentence Completion Test as a 
predictor of a patient’s prematurely termi- 
nating therapy. Patients who had terminated 
therapy within five sessions were compared 
with patients who remained in therapy for 
at least 20 sessions. Responses to 15 items of 
the 100 item sentence completion test were 


significantly different for the two groups 
beyond the .05 level of confidence. A predic- 
tion formula which was developed on an ex- 
ploratory sample “permitted 71 per cent ac- 
curacy of prediction on a cross validation 
sample.” The author summarizes the char-. 
acteristics of a patient who is likely to re- 
main in therapy as: “1. less evasive and 
more willing to reveal personal feelings and 
confidential material about themselves and 
their parents; 2. more preoccupied with feel- 
ings of personal and social inadequacy; 3. 
more driven by needs for achievement, suc- 
cess, and status; 4. more aware of emotional 
needs and in general showing greater psy- 
chological sophistication.” E.S.B. 


3. 


Douglas Goldman (Longview State Hospital, 
Cincinnati), “Specific Electroencephalo- 
graphic Changes with Pentothal Activation 
in Psychotic States,” Electroencephalog- 
raphy and Clinical Neurophysiology, 11 
(1959), 657-667. 


It is well known that human EEG pat- 
terns change with the injection of certain 
drugs. The purpose of the present experi- 
ment was to extend recent research on the 
relationship between EEG patterns and in- 
jections of sodium Pentothal in schizophrenic 
and non-schizophrenic subjects. The non- 
schizophrenic subjects included other psy- 
chotic subjects as well as normal subjects. 
Clear-cut differences between the EEG pat- 
terns for schizophrenics and non-schizo- 
phrenics were observed while the subjects 
were under the effects of sodium Pentothal. 
After the schizophrenic patients had im- 
proved under therapy with drugs (e.g., chlor- 
promazine) sodium Pentothal was no longer 
effective in producing an activation pattern 
in the “cured” schizophrenics that was dif- 
ferent from the activation pattern of the 
non-schizophrenics. The authors developed a 
scoring technique for “roughly” quantifying 
their EEG data. E.S.B. 


4. 


Hans H. Strupp (University of North Caro- 
lina) “Some Comments on the Future of Re- 
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search in Psychotherapy,” Behavioral Sci- 
ence, 5 (1960), 60-71. 


Psychotherapy is a focal point of the on- 
going debate between the operationally-em- 
pirically minded investigator and the seeker 
of intuitive understanding. The former often 
dismisses the insights of the latter as in- 
sufficiently validated or even as incapable of 
unambiguous validation. The latter, if he is 
a clinician, may fail to see how results sta- 
tistically validated “at the .05 level of con- 
fidence” can help him deal with unique and 
complex troubled persons, whom he is trying 
to help. The issues of the debate and the 
knotty dilemmas inherent in the subject-ob- 
ject dichotomy, as it relates to the psycho- 
therapeutic situation, are discussed in this 
commentary. AA 

5. 
L. Edna Rogers (The Ohio State Univer- 
sity), “Measurement of Status Relations in 
a Hospital,” Engineering Experiment Sta- 
tion Bulletin, Ohio State University, 175 
(May, 1959), 55 pages. 


In the field of social stratification, rela- 
tively little research has been devoted to the 
measurement of stratification within organi- 
zations. The purpose of this study was to 
develop and analyze a method of measuring 
social stratification on hospital wards. The 
development of this stratification measure, 
referred to as the “status description scale,” 
was an integral part of a larger study in 
which social stratification was related to 
various measures of medical performance. 
This investigation is one part of the hospital 
research going on within the Operations Re- 
search Group at the Ohio State University 
(Daniel Howland, Director), which is sup- 
ported by the U. S. Public Health Service, 
Division of Nursing Resources (GN-4784). 

Since most organizations are character- 
ized by a hierarchy of positions, the term 
“stratification” as used in this study, does 
not refer to the problem of determining the 
rank order of positions, but rather to the 
degree to which status differentiation is 
maximized or minimized by the occupants of 
the same hierarchically ordered positions. 
The status description scale, utilizing a mag- 
netic board rating technique, was employed 


to obtain quantitative descriptions of the 
status behavior of the key people on the nurs- 
ing wards within a hospital. The scale con- 
sists of ten statements which are descriptive 
of status behavior of hospital personnel. 
These items are conceptually viewed as being 
composed of three subdimensions of stratifi- 
cation: power difference, social distance, and 
prestige distinctions. By placing each of the 
ten items appropriately on a 100 point scale, 
the respondent indicated the degree to which 
the behavior represented in the ten items 
was characteristic of the person being de- 
scribed. 

The findings indicated that: (1) the reli- 
ability of the scale is satisfactory; (2) the 
respondents agreed in their description of 
a given person; and (3) the descriptions 
were found to be independent of the describ- 
ers’ individual attitudes toward status and 
toward their job. The data presented in this 
study generally support the utility of the 
status description scale as a measure of in- 
tra-organizational stratification. This scale 
may provide a much needed method for em- 
pirically testing sociological hypotheses 
about stratification and organizational func- 
tioning. AA 


6. 


Mark Lefton, Simon Dinitz, and Benjamin 
Pasamanick (Ohio State University), “Deci- 
sion-Making in a Mental Hospital: Real, 
Perceived, and Ideal,” American Sociologi- 
cal Review, 24 (1959), 822-829. 

This paper attempts to examine the deci- 
sion-making process in a small, institute type 
of psychiatric hospital in terms of the differ- 
ences in real, perceived, and ideal influence 
patterns of 53 mental health specialists. It 
was hypothesized that these decision-making 
patterns would reflect the influence of a dual 
criteria system with respect to the organiza- 
tion and functioning of the hospital. These 
criteria are, first, the traditional medical 
bureaucracy and, second, the currently em- 
phasized “team” or equalitarian approach 
regarding the care and treatment of pa- 
tients. Under investigation were the nature 
and implications of this organizational dual- 
ism for both the involvement of staff mem- 
bers in the on-going decision-making process 
and their evaluations of this process. AA 
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7. 


Anthony F. C. Wallace and Harold A. Rash- 
kis (Eastern Pennsylvania Psychiatric Insti- 
tute), “The Relation of Staff Consensus to 
Patient Disturbance on Mental Hospital 
Wards,” American Sociological Review, 24 
(1959), 829-835. 


It has been suggested that when a patient 
on a mental hospital ward becomes the ob- 
ject of covert disagreement among staff 
members, he will respond by an intensifica- 
tion of behavioral disturbance, and that this 
will subside only when the disagreement is 
exposed and resolved.'This paper reports on 
an empirical investigation of this hypothesis, 
utilizing standard measures of disturbance 
and consensus. It was found that no signifi- 
cant relation could be demonstrated, for indi- 
vidual patients, between direction of change 
in staff consensus concerning patients and 
direction of change in their level of disturb- 
ance. AA 


8. 


Elliot Freidson (College of City of New 
York), “Client Control and Medical Prac- 
tice,” The American Journal of Sociology, 55 
(1960), 374-382. 


The interaction among colleague, practi- 
tioner, and patient is analyzed as a function 
of variable location in, two somewhat con- 
flicting systems—the lay referral system, 
which consists of a variable lay culture and 
a network of personal influence along which 
the patient travels on his way to the physi- 
cian, and the professional referral system of 
medical culture and institutions. Two analyt- 
ically extreme types of practice are disting- 
uished on the basis of their location in each 
of those systems. Independent practice is lo- 
cated in the lay referral system and is pri- 
marily subject to client controls. Dependent 
practice is located well within the profes- 
sional referral system and is primarily sub- 
ject to colleague controls. AA 


9. 


Roy Lachman and William J. Bonk (Univer- 
sity of Hawaii), “Behavior and Beliefs Dur- 
ing the Recent Volcanic Eruption at Kapoho, 
Hawaii,” Science, 1381 (1960), 1095-1096. 


This is a background report on research 
analyzing the relationship of behavior and 
beliefs to a stress situation. The purpose of 
the research is to test the hypothesis that 
“in times of stress and uncertainty, many 
individuals seek security in supernatural be-. 
liefs, rituals, and related behavior.” The 
stress situation in this research is the peri- 
odic occurrence of volcanos in certain of the 
Hawaiian Islands. Behavior and beliefs dur- 
ing and following these volcanic eruptions 
are studied by direct field observation and 
by questionnaires. One class of security seek- 
ing behavior that occurs during Hawaiian 
voleanic eruptions consists of rituals and 
offerings made to the Hawaiian Volcano 
Goddess, Pele. The authors note: “Prelimi- 
nary data indicate that this behavior and 
especially the related beliefs are not limited 
to any one religious creed, ethnic group, age 
level, or degree of educational achievement.” 
The authors also note that there are several 
factors which reinforce the beliefs: first, the 
vivid sensory experiences accompanying a 
volcanic eruption; second, the fact that sci- 
ence and technology have not been successful 
in coping with the problem. E.S.B. 


10. 


Patricia O’Neal, Jeanette Schaefer, John 
Bergmann and Lee N. Robins (Department 
of Psychiatry and Neurology, Washington 
University School of Medicine), “A Psychi- 
atric Evaluation of Adults Who Had Sexual 
Problems as Children: A Thirty Year Fol- 
low-Up,” Human Organization, 19 (1960), 
32-39. 


This report is part of a larger study of 
526 children who were seen 27 to 32 years: 
ago in a child guidance clinic. Four special 
reports have been published previously. See, 
P. O’Neal and L. Robins, “The Relation of 
Childhood Behavior Problems to Adult Psy- 
chiatric Status: A 30 Year Follow-Up Study 


of 150 Subjects,’ American Journal of Psy- 


chiatry, 114 (1958), 961-969; L. Robins and 
P. O’Neal, “Mortality, Mobility and Crime: 
Problem Children Thirty Years Later,” 
American Sociological Review, 23 (1958), 
162-171; L. Robins and P. O’Neal, “The 
Marital History of Former Problem Chil- 
dren,” Social Problems, 5 (1958), 347-358; 
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L. Robins, “Mental Illness and the Runaway: 
A 30 Year Follow-Up Study,” Human Or- 
ganization, 16 (1958), 12-15. 

The purpose of the present report is to 
compare the childhood histories of former 
clinic patients who had sexual problems, with 
former clinic patients who had no sexual 
problems, and to compare the adult adjust- 
ments of the two groups. The evidence gives 
some support to the concept that sexual mal- 
adjustment is only one symptom of more 
generalized behavior disturbance. The au- 
thors found that as children the group with 
sexual problems had more symptoms of all 
kinds than the group with no sexual prob- 
lems. Sexual maladjustment occurred in a 
context of generalized anti-social behavior. 
The sexually maladjusted child has a higher 
adult arrest record, although commonly the 
arrests are not for sexual offenses, even 
though a higher rate of unacceptable sexual 
behavior is reported by them. In contrast, 
sexual maladjustment in children does not 
predict any specific psychiatric disease nor 
does it predict a higher prevalence of psy- 
chiatric illness. Childhood sexual maladjust- 


ment does predict a poor adult marital ad- 
justment. R.H.T. 


11. 


Jeff M. Madoff (Connecticut State Hospital, 
Middletown), “The Attitudes of Mothers of 
Juvenile Delinquents Toward Child Rear- 
ing,” Journal of Consulting Psychology, 23 
(1959), 518-520. 


The purpose of this study was to compare 
the parental attitudes of mothers of juvenile 
delinquents with mothers of normal adoles- 
cents. Twenty scales of the Parental Atti- 
tude Research Instrument (PARI) were ad- 
ministered to fifty mothers of institutional- 
ized delinquents and fifty-seven mothers of 
healthy adolescents. The twenty scales had 
yielded three factors in previous factor an- 
alytic studies: authoritarian control; hostil- 
ity-rejection; democratic attitudes. The two 
groups of mothers differed significantly on 
nine of the twenty scales including scales in- 
volving suppression of sex, deification, mar- 
tyrdom, seclusiveness and breaking of will. 
On each of these scales, “the mothers of the 
delinquents expressed the more punitive, 


controlling, and authoritarian attitudes.” 
E.S.B. 


12. 


Harry Estill Moore and H. J. Friedsam 
(University of Texas and North Texas State 
College), “Reported Emotional Stress Fol- 
lowing a Disaster,” Social Forces, 38 (1959), 
135-139. 


In most of the disaster studies to date it 
has been reported that “. . . despite the prev- 
alence and intensity of emotional reactions 
in the impact and immediate post-disaster 
phases, it has generally been held that the 
long-run emotional effects are minimal.” 
More specifically, such studies seem to hold 
that in only a small proportion of cases are 
there residual emotional effects requiring 
extended individual psychological or psychi- 
atric help. The present writers suggest the 
failure to note “residual emotional effects’ 
found in most disaster studies may be due 
to two conditions: (1) the period of time 
covered by such studies and the possibility 
that the time-period was not sufficient to 
observe residual (long-run) emotional stress, 
and (2) the definition of residual emotional 
effect. 

The present study reports the results of a 
field survey conducted in Dallas, Texas at 
least four months after a tornado struck that 
city in 1957. The study design used was simi- 
lar to that developed by the senior writer in 
his analysis following tornadoes at Waco and 
San Angelo. See “Some Emotional Concom- 
itants of Disaster,” Mental Hygiene, 42 
(1958) 45-50; and Tornadoes Over Texas, 
Austin: The University of Texas Press, 
1958. The basic question asked of victims 
of the Dallas disaster was, “Has any mem- 
ber of your family been nervous or upset 
because of the tornado.”’ Almost 72 per cent 
of those interviewed replied affirmatively. 
The writers do not suggest that all such per- 
sons necessarily need psychological or psy- 
chiatric help. Rather, they agree with con- 
clusions of previous studies that probably 
only a small number require such help. Their 
disagreement is with using such need to 
measure residual emotional effects. 

In the original study design it was more 
or less assumed that intense involvement in 
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neighborhood loyalties and with services pro- 
vided in the neighborhood would be an im- 
portant factor in producing emotional upset, 
but the evidence did not bear out this as- 
sumption. Rather, it was found that the re- 
lationships connected with the safety and 
welfare of the family involved the most emo- 
tional stress. “What emerges in this study 
is that the threat to the immediate family, 
certainly the most intense of all threats 
experienced by disaster victims, also leaves 
its precipitate in long-run stress.” As a 
result of this research, the writers con- 
clude that disaster studies “. . . need explicit 
hypotheses relative to long-run emotional 
stress, and they will need to be longitudinal, 
continuing over much longer periods of time 
than has been characteristic of most studies 
to date. Only in this way can we ever go 
beyond gross impressions of the emotional 
impact of such situations.” R.H.T. 


138. 


Harrison M. Trice and David J. Pittman 
(Cornell University and Washington Uni- 
versity), “Social Organization and Alcohol- 
ism: A Review of Significant Research 
Since 1940,” Social Problems, 5 (1958), 
294-307. 


The authors state that since 1940 a genu- 
ine sociology of alcoholism has developed. 
Prior to this period a pseudo-sociology pre- 
vailed, consisting of an accumulation -of ran- 
dom facts and figures and focussing on the 
dramatic and the unusual features of alco- 
holism, ignoring the role of the sociocultural 
milieu of the inebriate. The authors’ stated 
attempt is to “abstract, integrate, and bring 
together in one place most of the data” 
which have been published since 1940 in the 
sociological and anthropological studies per- 
taining to alcoholism. 


The writers have chosen to present these 


contributions under the following subtitles: 
theoretical frame of reference, anthropologi- 
cal studies, ethnic and religious status, role 
of the family, drinking groups and alcoholic 
subcultures, and social class influences. On 
the basis of this review of the research con- 
tributions since 1940 to the sociology of al- 
coholism, it is concluded that, first, this peri- 
od has witnessed the development of a truly 


sociological approach, which needs, however, 
to be more fully integrated into the sociology 
of mental and physical health. Alcoholism 
cannot be considered a discrete item existing 
in isolation from other social and personal 
pathologies and from the cultural milieu 
within which it occurs. Secondly, the re- 
search undertakings in this field have too 
often consisted of a series of discrete, iso- 
lated studies. Some sixty research studies, 
with full bibliographical entries, are cited. 
C.W.A. 


14. 


Lucile Petry Leone (Assistant Surgeon Gen- 
eral, United State Public Health Service), 
“The Changing Needs of People,” American 
Journal of Public Health, 47 (1957), 32-38. 


“Through the centuries, people’s funda- 
mental (health) needs probably have 
changed very little. They need care when 
they are ill. They need ways of preventing 
illness. They need health information they 
can use.” It is their perception of these 
needs which has changed and deepened. Some 
of the causes for these changes are dis- 
cussed: scientific knowledge, the Christian- 
Judaic philosophy, the social sciences, mass 
media, to name just a few. There has also 
developed a change in expectations of the 
extent and manner in which needs can be 
met. People in general are better informed 
on health matters and know what they can 
expect from medical science. They expect re- 


’ sults today that would have been impossible 


several years ago. As the author points out, 
“What we learn intensifies perception. Sen- 
sivity to need intensifies the search for 
knowledge. And so it is our perception of 
need and our expectation of meeting it that 
change, rather than need itself.” 

The responsibility of the professional 
nurse, wherever she may be practicing, is to 
see people’s needs and to see their percep- 
tion of their own needs, then to interpret 
these perceptions to others who join in meet- 
ing the needs. Communication is a very im- 
portant part of the work of any member of 
the health team. Another task of the nurse 
is to help the patient develop realistic ex- 
pectations. The author draws parallels be- 
tween the work of the nurse im the hospital, 
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in the health agency, and in a doctor’s of- 
fice. If she is meeting the health needs of 
people, she is doing somewhat the same 
thing. Certainly the bedside nurse and the 
so-called public health nurse are doing the 
same type of nursing essentially ; the bedside 
nurse is doing more and more teaching and 
the public health nurse is doing more and 
more bedside nursing. This fact enables both 
groups to work together to the betterment 
of the patient. The major emphasis, however, 
in this article is on what the public health 
nurse can do and is doing in meeting the 
health needs of people. She must work with 
all members of the health team and utilize 
to the maximum the special abilities that 
each member of the health team has to offer, 
in order to meet the particular needs of any 
one patient, whether it be a physical need, 
such as some rehabilitative measure, or free- 
dom from financial or other emotional wor- 
ry. “Putting health information into prac- 
tice entails changes in behavior. Researches 
on social change show that it is extremely 
hard to change human behavior. Perhaps 
research will give clues to more effective 
ways of inducing change, self-motivated 
change.” Nurses must use every teaching 
method, especially those which may influ- 
ence the emotions, as well as inform. Movies 
are especially good in this respect. The story 
and characters used in getting across some 
valuable health information have a great 
deal to do with the acceptance of the infor- 
mation by the viewer. The public health 
nurse has a unique place in the health team 
and can be the actual coordinator of services 
from many sources, helping in implementing 
the work of different specialists. The skill 
that she may have in establishing rapport 
with the patient and/or his family may in 
the final analysis determine whether or not 
health needs will be met. To summarize: 
“People need care when sick; they need pre- 
ventive services; they need workable infor- 
mation. The needs do not change; perception 
of need changes. Expectations of how and to 
what extent needs can be met also change.” 
J. Katharine Bratton 


15. 


Thomas Rhys Williams and Margaret M. 
Williams (Sacramento State College), “The 


Socialization of the Student Nurse,” Nursing 
Research, 8 (1959), 18-25. 


In the process of socialization, children 
are led to accept the standards and meet the 
expectations of the primary agents of social- 
ization—their parents. American cultural 
values do not permit parents to be entrusted 
with the entire process of socialization, but 
call upon professionally prepared individ- 
uals, the secondary agents of socialization, 
to transmit to children the special values and 
forms of behavior deemed necessary for his 
achievement of an acceptable role in society. 

Following research conducted over a peri- 
od of six years in five United States schools 
of nursing, the authors report that all of 
the schools studied relied on three primary 
techniques of socialization. By means of these 
techniques the various faculties attempted to 
lead students to accept values and forms of 
behavior in nursing which seemed consistent 
with the work of a professional nurse. This 
study revealed that all students underwent 
some degree of value-confusion ‘during the 
early experiences of giving direct, intimate, 
patient care. The dichotomy between atti- 
tudes and behavior valued by the primary 
socializing agents and those valued by the 
secondary socializing agents are discussed. 
The need for recognition and study of the 
socializing techniques currently used by 
schools of nursing is indicated. J. Lou Tur- 
ner 


16. 


Dorothy Gregg (National Institute of Mental 
Health), “Reassurance,” American Journal 
of Nursing, 55 (1955), 171-174. 


One of the expressions heard most fre- 
quently around hospitals is the phrase, “‘re- 
assure the patient.’”’ What is reassurance and 
how do we reassure patients? Webster de- 
fines it as a restoration of confidence. The 
author gives us some tools which we may use 
in helping a patient become more secure, 
either through clearing up cf misconcep- 
tion or by reaching some solution of a prob- 
lem by assisting the patient to see his prob- 
lem more clearly. It can be accomplished by 
helping the patient clarify his problem in an 
atmosphere of genuine interest and trust and 
by showing him that the nurse is not judg- 





== aS. ae ee ae ae ee on: a 


— oe = we 


ABSTRACTS 137 


mental. If a patient appears anxious about 
impending surgery, for example, the nurse 
will not use one of the old social “bromides” 
such as, “You haven’t a thing to worry about. 
You have one of the best surgeons in town.” 
Rather, she will give the patient an oppor- 
tunity to: talk by creating an appropriate 
situation. To convince the patient she is in- 
terested, the nurse may show in some man- 
ner that she understands the feelings that 
the patient has about the whole thing by 
saying, “It is hard to talk about it.” The 
nurse may seek clarification by asking some 
question about it, for example, “Are you 
saying that you do not want the operation?” 

Once the nurse understands what the 
problem actually. is, she will have other clues 
as to the proper course to take in respect to 
further questions. The patient must be the 
one to solve the problem and the nurse can 
only help him gain new insights by explor- 
ing every facet of the problem. If the nurse 
finds that she does not have the necessary 
resources to help the patient explore a par- 
ticular problem, she will then realize that 
someone else must do this. It may be the 
surgeon, the family physician, the minister 
or some other member of the health team. 
The author summarizes quite aptly by the 
statement, “Reassurance is experienced by a 
patient when he finds that he is respected 
and understood by the nurse who assists him 
to recognize and develop his own resources 
and thereby restore his confidence in him- 
self. J. Katharine Bratton 


17. 


Ann Kranock, Edward L. Siegel, and John 
H. Mabry (Veterans Admiinstration Hos- 
pital, Syracuse, New York, and State Uni- 
versity of New York, College of Medicine, 
Syracuse, New York), “A Method for the 
Study of Social Interaction on the Hospital 
Ward,” Nursing Research, 8 (1959), 172- 
176. 


In addition to the patient-nurse and pa- 
tient-doctor relationships within the hospital 
ward, the patient-to-patient relationship and 
the social effects of this relationship on the 
course of the patient’s recovery have become 
a matter of increasing interest. The article 
tells of the development of a technique for 
studying social interactions of patients. The 


technique is designed to provide a simple, 
effective, and rapid means by which the 
nursing staff may measure the social be- 
havior of patients. It may also be used to 
determine the effect of treatment methods 
and physical facilities on individual and. 
group behavior. J. Lou Turner 


18. 


Robert W. Hyde and Norma E. Coggan (But- 
ler Health Center, Providence, Rhode Island, 
and Pennsylvania Hospital, Philadelphia, 
Pennsylvania), “When Nurses Have Guilt 
Feelings,” The American Journal of Nurs- 
ing, 58 (1958), 233-236. 


Guilt feelings of nurses are of concern 
when they interfere with the nurse’s job 
satisfaction, her personal welfare, and her 
ability to give good nursing care. Constant 
contact throughout a forty hour week with 
the irritable, unhappy, sick, suffering, and 
the dying supplies a potentially fertile field 
for the development of guilt feelings. Empha- 
sis in the training of the nurse on the im- 
portance of perfection points up the life and 
death burden which the nurse carries. A fac- 
tory worker’s mistake will be discovered at 
the inspection table, but there is no room for 
error in the work of the nurse. A mistake by 
a nurse may cause great damage to another. 
Hospital, medical, and nursing administra- 
tors contribute to the already fertile soil for 
nurses’ guilt. The nurse is often faced with 
overwhelming and sometimes conflicting ex- 
pectations on the part of the administration. 
She is frequently unable, because of person- 
nel shortage, to meet patients’ needs. In ad- 
dition, she is criticized and ordered by the 
administration rather than given an oppor- 
tunity to tell why she is unable to meet needs. 
The nurse may also feel guilt based on pre- 
vious life experiences. When confronted with 
situations comparable to others she has faced 
she may transfer feelings of guilt to the 
particular patient or situation. High expecta- 
tions based in part from religious teachings 
may be the source of guilt. We are taught the 
Golden Rule but we cannot realistically ex- 
pect the nurse to love all her patients. Achiev- 
ing a balance between idealistic and realistic 
expectations can help alleviate stress. 

Suggestions for prevention and alleviation 
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of guilt include study of the hospital social 
structure with a view toward removing bar- 
riers and improving communications. De- 
veloping the hospital into a wholesome com- 
munity where people cooperate and try to 
understand each other would do much toward 
preventing guilt feelings. Understanding the 
nurse’s behavior and treating her as an indi- 
vidual is essential. The more understanding 
the nurse is given the more understanding 
she will, in turn, give her patients. It often 
seems that nursing aad hospital administra- 
tors are far removed from any real appreci- 
ation that the nurse is an alive, feeling per- 
son, and that their expectations of her are 
too often so unrealistic that they can only 
generate guilt. There must be recognition 
that she is trying to do her best for the pa- 
tients in her care and also that she is human 
and as such may have negative as well as 
positive feelings. When rigidity is relaxed so 
that nurses feel free to express their anger, 
guilt, joy, frustration, enthusiasm, and dis- 
couragement, and when such expression is 
greeted with understanding then guilt feel- 
ings may be reduced. L.H. 


19. 


Gerald Gordon (E. I. duPont de Nemours 
and Co., Wilmington, Delaware), “Emotion- 
al Problems in Employees,” American As- 
sociation of Industrial Nurses Journal, 8 
(1960), 10-16. 


In this paper the author attempts to show 
that the industrial physician and nurse are 
in a unique position to learn the cause and 
cure for emotional illness. His opinion is 
based on the fact that medical personnel, 
having long-term contact with employees, 
develop personal knowledge of individuals at 
work and of the conditions under which they 
work. When empioyees complain of “nerves,”’ 
tensions, or confusions, the real complaints 
often are of physical symptoms or of work- 
ing conditions. Some patient employees use 
functional mental illness as an excuse to evade 
meeting the normal problems of life with ef- 
fective behavior. Permitting this over a peri- 
od of time can lead to emotional dependence. 
The medical personnel must differentiate 
between functional mental illness and true 
disabling illness. 


Industrial physicians have found that 
when they can get emotionally disturbed per- 
sons to accept and meet their responsibilities 
in the same situation in which the upset 
occurred, many recover with or without psy- 
chiatric treatment. This.-usually requires the 
employee to recognize his feelings and emo- 
tions. Effort is given to help him accept 
worry, fear, self-pity or anger as normal 
and not to deny them. When the employee 
can understand, accept, and use his emotions 
in a constructive way he becomes more emo- 
tionally independert and self-reliant. De- 
pendency is impossible in a situation where 
each employee accepts responsibility for his 
own welfare and performs so well that he 
never need worry about external security 
because he has internal security. Human dig- 
nity, health, self-respect and confidence can- 
not be given but must be earned by success- 
ful accomplishment. Boonie Ford 


20. 


James G. Roney, Jr. (Butler County Health 
Department, Butler, Pennsylvania) ‘“Medi- 
cal Anthropology: A Synthetic Discipline,” 
The New Physician, 8 (1959), 32-33, 81. 


In this article the author presents a frame 
of reference within which the mutual inter- 
ests of medicine and anthropology may be 
systematized. He suggests the need for this 
because of the increasing mutual interest of 
medicine and the behavioral sciences, as in- 
dicated in published papers and books, agen- 
das of meetings, and the addition to medical 
school and public health curricula of courses 
dealing with the sociocultural aspects of 
these disciplines. For the writer, “Medical 
Anthropology can be most simply defined as 
that portion of anthropology concerned with 
medicine, disease and health. Preserving the 
integrity of anthropology as the science of 
man, Medical Anthropology proposes to in- 
clude the cultural, social and physical as- 
pects of its subject matter.” It is suggested 
that the subject matter of medical anthropol- 
ogy be developed under three major head- 
ings: (1) pre-history, with subheadings of 
palaeopathology and pre-history of medicine; 
(2) contemporary non-western medical sys- 
tems, which would include the place of dis- 
ease and culture, and place of medical sys- 
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tems in culture; (3) modern western medi- 
cine, to include clinical medicine and dentis- 
try, psychiatry, public health, and miscel- 
laneous emphases. The writer believes that 
the above classification will provide for a 
broad orientation and preserve the biocultur- 
al nature of the study of man. He envisions 
that research in medical anthropology will 
be multidisciplinary and will tend to involve 
research teams rather than individuals, par- 
ticularly in the study of modern western 
medicine. R.H.T. 


21. 


J. Franklin Robinson (The Children’s Serv- 
ice Center of Wyoming Valley, Inc., Wilkes- 
Barre, Pennsylvania, also Chairman of the 
Child Psychiatry Committee, The American 
Psychiatric Association.), “Current Status 
of Child Psychiatry,” The American Journal 
of Psychiatry, 116 (1960), 712-717. 


This article provides not only a brief state- 
ment of the current status of child psychi- 
atry, but a brief history of this specialization 


in the general field of psychiatry. The writer 
traces the major developments of the past 
fifty years (approximately the period psy- 
chiatrists have been devoting full time to 
work with children). He traces the develop- 
ment of child psychiatry from the organiza- 
tion of community clinics, with particular 
concern for juvenile delinquency, through the 
1920’s when the principle was that of -assist- 
ing the child to adjust to the setting in which 
he lived, to the 1930’s when there developed 
censiderable competition among the various 
specialists as to who should determine what 
was best for the child, and on to the period 
following World War II when the private 
(separate from clinic) practice of child psy- 
chiatry developed. Considerable discussion 
is given to the post World War II period 
when questions as to the proper status of 
child psychiatry were being widely discussed. 
As a result of such discussions there was 
created the American Association of Psychi- 
atric Clinics for Children (A.A.P.C.C.) ; 
then, in February, 1959 the American Board 
of Psychiatry and Neurology established a 
Committee for Certification in Child Psy- 
chiatry. Thus, “In half a century child psy- 
chiatry has become established as a field of 


medical practice within the specialty of psy- 
chiatry for which special training is neces- 
sary to acquire competence.” R.H.T. 


22. 


William G. Gollister (Consultant, National 
Institute of Mental Health, Bethesda, Mary- 
land), “Current Trends in Mental Health 
Programming in the Classroom,” The Jour- 
nal of Social Issues, 15 (1959), 50-58. 


While recognizing that much of what af- 
fects the mental health of children in the 
classroom is not programmed, since much of 
it occurs incidentally or as an inseparable 
part of good educational practice, the writer 
seeks to show those programs which are 
consciously developed to improve mental 
health in the classroom. He differentiates 
between “Basic Trends” and ‘‘Specific 
Trends.” The basic trends that he emphasizes 
are, (1) the broadening of the basic as- 
sumptions of mental health program plan- 
ning, and (2) the wider implementation of 
the special education and guidance move- 
ments within the American school system. 
The specific trends are, (1) increased use of 
the consultation process to strengthen class- 
room guidance behavior, (2) wider employ- 
ment of group methods ‘of behavior guidance, 
(3) greater emphases on teacher-parent co- 
operation, (4) more orientation to personal- 
ity dynamics and relationship process in 
teacher preparation for classroom work, (5) 
wider interest in the evaluation process, and 
(6) increased emphases on behavior and hu- 
man relationships education in the curricu- 
lum. The writer concludes, with regard to the 
classroom teacher, that more is being ex- 
pected of him, and that more resource people 
are being mobilized to help him. That is, 
“. . . the educational and mental health re- 
sources of the community are mobilizing for 
the teacher more consultative support, bet- 
ter in-service training, greater assistance in 
pupil and program evaluations, more refer- 
ral resources, and better mental health edu- 
cation of the public toward developing an 
understanding of the teacher’s efforts. The 
mental health roles of the teacher are moving 
from a personal responsibility to a team- 
work effort. This teamwork requires special- 
ization, organization, and discipline.” R.H.T. 
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23. 


Orville R. Gursslin, Raymond G. Hunt and 
Jack L. Roach (City of Buffalo Youth Board, 
Washington University, and the New York 
State Department of Social Welfare). “Social 
Class and the Mental Health Movement,” 
Social Problems, 7 (1959-60), 210-218. 


This article provides an analysis of the 
content of the menial health “message” 
found in mental health pamphlets, and the 
relationship of this content to the class char- 
acteristics of the audience reached. The na- 
ture of this relationship provides the founda- 
tion for a discussion of some of the broad 
consequences of mental health educational 
efforts designed to reach the general public. 
Research procedure involved content analysis 
of 27 mental health pamphlets to determine 
dominant themes of such pamphlets. To be 
selected, pamphlets (1) must have been con- 
cerned primarily with a description of the 
nature of mental health rather than mental 
illness, and (2) they must have been ad- 
dressed to the general public rather than to 
special groups (e.g., clergymen, nurses, 
teachers, etc.). It was concluded that ap- 
proximately 60 per cent of the mental health 
information (i.e.. material expressly con- 
cerned with a description of mental health 
and its attainment) contain statements, 
either explicit or implied, which could be 
identified as falling within the middle class 
cultural mold. Another 30 per cent of this 
material consisted of platitudes and an as- 
sortment of value-laden words. Several pam- 
phlets, comprising roughly 10 per cent of the 
content studied, were relatively free of the 
middle class “themes.” 


Because of this content, the writers sug- 
gest that the mental health movement may 
be contributing to the maintenance of middle- 
class social organization but not necessarily 
personal organization. Moreover, “To the ex- 
tent that the mental health movement is suc- 
cessful in advancing this mental health pro- 
totype as a desirable model to emulate, it 
may have a considerable personal disorganiz- 
ing effect upon those lower class persons 
who accept the mental health prototype.” 
Thus, they observe, the mental health move- 
ment may be functional for middle class soci- 


ocultural structure but dysfunctional for the 
lower class sociocultural structure. R.H.T. 


24, 


Raymond G. Hunt (Washington University), 
“Socio-Cultural Factors in Mental Disorder,” 
Behavioral Science, 4 (1959), 96-106. 


This article provides a critical appraisal of 
recent empirical research concerning the re- 
lationship between sociocultural variables 
and mental disorders, with mental disorders 
here referring only to those which are “func- 
tional” or “psychogenic” in nature. The re- 
cent research is critically evaluated under 
the following headings: (1) demographic 
studies, (2) ecological studies, (3) cross- 
cultural studies, (4) social stratification 
studies, and (5) social mobility studies. In 
addition, consideration is given to studies 
which emphasize social factors and psychi- 
atric treatment but which make some use of 
sociocultural variables. 

With regard to these various studies, and 
the relationship of mental disorders to socio- 
cultural conditions, the writer concludes, 
“While it does seem certain that such vari- 
ables are indeed co-related, the precise nature 
of this relationship is manifestly uncertain.” 
R.H.T. 


25. 


M. J. Rockmore and Elias J. March (Con- 
necticut State Department of Mental 
Health), “Community Planning as a Support 
to Treatment,” The American Journal of 
Psychiatry, 116 (1960), 723-728. 


Although more individuals than ever be- 
fore are becoming patients in mental hos- 
pitals in the United States, more patients 
than ever before are leaving mental hospitals 
to return to their communities—possibly a 
quarter of a million a year. Yet seldom do 
the problems related to “returning to ex- 
tramural living” receive a high priority in 
the use of hospital resources or community 
resources. Far too little has been done in the 
systematic planning of release procedures. 
Certainly a major obstacle to planning for 
adequate community services is the question 
of paying for such services. It cannot be ex- 
pected that budgets, either hospital or com- 
munity, will be increased indefinitely. “Our 
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only alternative, therefore, is to make maxi- 
mum use of current resources and to. find 
new ways of realigning them in the light of 
our understanding of the needs of our pa- 
tient population.” Planning can start with 
the individual practitioner, whatever profes- 
sional discipline he represents, and should 
include pertinent community resources; but 
then it should extend to state and national 
resources and organizations. In the latter 
respect, the National Mental Health Act pro- 
vided a necessary stimulus for national, 
state, and local planning. In the planning 
process, the writers believe, the psychiatrist, 
whether attached to a mental hospital or in 
private practice, has a major responsibility 
and a valid contribution to make. R.H.T. 


26. 


Hyman Rodman (Boston University), “On 
Understanding Lower-Class Behavior,” So- 


cial and Economic Studies, 8 (1959), 441- 
450. 


The article points out the difficulties that 
the middle-class lay person, the middle-class 
social scientist, and the middle-class profes- . 
sional have in understanding lower-class be- 
havior. The following have all been consid- 
ered as characteristic problems of the lower 
class: “promiscuous” sexual relationships; 
“illegitimate” children; ‘‘deserting” hus- 
bands and fathers; and “unmarried” moth- 
ers. In actual fact, however, these character- 
istics may represent lower-class solutions to 
the social and economic deprivations that 
they face. Reference is made to the differ- 
ent normative patterys that are to be found 
in the lower class, and illustrative material 
is used on lower-class behavior, and on mid- 
dle-class misunderstandings of such behavior, 
in England, the West Indies, and the United 
States. AA 
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The Concepts of Sigmund Freud. By Bart- 
lett H. Stoodley. Glencoe: The Free Press, 
1959. 277 pp. $6.00. 


This book is something of a rarity, an 
avowedly objective appreciation of Sigmund 
Freud’s ideas. It documents the painstaking 
growth of Freud’s system of concepts, an- 
alyzes their internal consistency and validity 
for Freud’s own data, and categorizes their 
stages of growth and change. Its focus is 
scholarly, not clinical. 

The author notes three developmental 
stages of Freud’s concepts: somatic, topo- 
graphical, and social. These stages represent 
Freud’s growing concern with the social and 
cultural contexts of personality development. 
It was a problem for Freud that he tried to 
remain simultaneously true to his system of 
concepts, and to his clinical data. Yet his bio- 
logically based concepts became increasingly 
inadequate to explain the effects of norms 
and interpersonal influences which his data 
included. 


Freud did not abandon his concepts, but 
revised and enlarged their meanings. This 


use of the same words with different mean- 
ings at different periods of his work has 
been a prime source of confusion and mis- 
understanding. The author painstakingly 
traces these conceptual revisions and en- 
largements by a chronological review of 
Freud’s major works. An increasing sensi- 
tivity to the effects of the social context is 
demonstrated, considerable conceptual clari- 
fication is achieved, and certain erroneous 
common stereotypes about Freud’s work are 
demolished. 

The end product of the development of 
Freud’s ideas, according to the author, is a 
system of concepts closely related to the cen- 
tral concerns of modern sociology and social 
psychology. Among the important areas in- 
volved in the rapprochement are role be- 
havior, internalization, socialization, the na- 
ture of the social bond, the self, and social 
motivation. Indeed, the relations of person- 
ality to social system behavior became an 
important concern. In contrasting Marxism 
and “true social science,” Freud outlined 
some crucial problems of social science: “to 
show in detail how . . . the general human 
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instinctual disposition, its racial variations, 
and its cultural modifications . . . behave 
under the influence of varying social organi- 
zation, professional activities and methods 
of subsistence.” 

It would require a labor of months to fol- 
low the author’s minutely detaiied analyses. 
The book is written with the unrelieved 
density of an extended footnote. A detailed 
critique would require a career committment 
as well as intellectual interest. This reviewer 
possesses only the latter virtue and these 
comments are accordingly superficial. The 
interested reader will want to do his own 
depth analysis in any case. 

The book notes that “the Freudian sys- 
tem is an unfinished system,” and that 
Freud, in his later period, was engaged in 
a quest similar to that of many social sci- 
entists—the conceptual organization of the 
relation between the organism and the social 
environment. It is quite striking that the 
author fails completely even to mention the 
successors of Freud who have developed his 
system in this direction—workers such as 
Horney, Fromm, Kardiner, Sullivan, and 
Hartmann. 

Since others have worked with and ex- 
tended those orientations of Freud which 
Stoodley has so painstakingly “discovered,” 
we believe that his discovery has long been 
known to many. Nevertheless, the orienta- 
tions here receive copious and detailed docu- 
mentation which may provide a convincing 
demonstration to those who think of Freud’s 
enormously vital and complex work in terms 
of simple and inadequate stereotypes, or who 
see orthodoxy through a projective screen. 

Professor Stoodley implements his at- 
tempt at objective appreciation successfully. 
He is not afraid to declare Freud’s errors, 
but he finds these the errors of an intrepid 


meen Harvey L. Smith 
University of North Carolina 





Mental Health Manpower Trends. By George 
W. Albee. Monograph Series No. 3, Joint 
Commission on Mental Illness and Health. 
New York: Basic Books, Inc., 1959. 350 pp. 
$6.75. 


Professor Albee was requested by the 
Joint Commission on Mental Illness and 


Health to make an extensive analysis of 
trends in manpower in.the mental health 
professions. He was given the premise that 
psychiatrists, psychologists, psychiatric 
nurses and psychiatric social workers should 
constitute the focus of the study on the 
grounds that “these four categories include 
the persons of high professional training 
whose efforts, in our present state of knowl- 
edge and following our present, system of 
mental hospital care, count most in bringing 
about the recovery of increased numbers of 
persons with major mental illness. There are 
others of importance, too, but these men- 
tioned are in the first line of a professionally 
competent attack on mental illness.” (Staff 
Review, page ix). Albee has given relatively 
little attention to alternative premises about 
attacks on the basic problems of mental ill- 
ness and health. Some brief consideration is 
given to occupational therapists, the clergy, 
practical nurses and attendants, and the an- 
alysis does indicate that redistribution of 
personnel and changes in utilization of per- 
sonnel must be seriously studied. The need 
for research is recognized but there is no 
direct analysis of problems of manpower 
in relation to research, and the social 
sciences, as such, are not explicitly treated. 
These facets of the problem were assumed 
to be the responsibility of other “task forces” 
of the Joint Commission. 


Two major jobs are done in the book. In 
the first place, available data have been 
assembled from Federal agencies, profes- 
sional associations and the Council of State 
Governments, concerning prospects for man- 
power in the four major mental health pro- 
fessions. No original data were collected, a 
task that would have been very difficult, if 
not impossible, with the resources and time 
limits at the disposal of this study. Gaps in 
information remain, and some of the data 
are not comparable because various surveys 
have been made at different times and for 
different purposes. However, a craftsman- 
like and quite useful job has been accom- 
plished in putting all of this material in one 
volume. The data indicate without the shad- 
ow of a doubt that there is a growing crisis 
in manpower in this field, and that it will 
continue to be aggravated in the foreseeable 
future unless some major breakthrough in 
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treatment, or a very marked improvement in 
the educational process, occurs. 


In the second place, Albee attempts to give 
some perspective as to why the crisis exists, 
at least on the premises of present programs. 
Here he shows considerable imagination, and 
one has the feeling that he has warmed to his 
subject and is expressing some very deep 
concerns of an academic man. Much of this 
material is in a long (72 page) introduction 
and some of it is in the next to the last 
chapter; “The Crisis in Education,” with 
the more conventional analyses of manpower 
in between. . 

Some of the inspiration for this second 
job is taken from John K. Galbraith (The 
Affluent Society), who has made an incisive 
analysis of the “inordinate respect for pro- 
duction,” and the enjoyment of an “unbe- 
lievable variety of goods in the midst of 
strikingly inadequate social conditions’’ 
which characterize modern American cul- 
ture. Albee’s overview of the problem of 
manpower shortage is that “our society has 
grown so used to such a great variety of 
goods and services, to such a high level of 
technical productivity, and to the expectation 
of ready satisfaction of many of our health 
and welfare needs, that we have taken all 
of these blessings for granted. The time has 
now come for our discovery that such 
achievements do not occur by themselves, 
but are largely based on the effectively 
trained intelligence of our nation’s brain- 
power” (page 12). He takes a particularly 
strong position on the importance of theory 
in the professions. 

He also draws inspiration from Toynbee’s 
analysis of Assyria (War and Civilization), 
which leads to a rather frightening picture: 
“It is as though two centuries hence an army 
should march up the east coast of North 
America and find the ruins of Philadelphia 
and New York and be astonished by their 
size and complexity and yet not know the 
names of these cities nor have ever heard of 
the people who built them or the nation in 
which they were located” (page 55). The 
prospects are made even more startling by 
facts concerning the “Soviet race for knowl- 
edge” (page 51), which Albee stresses at a 
number of points. In short, he believes and 
marshals considerable evidence to show that 


ithe quality of our educational system has 


been on the downgrade for a number of 
years (pages 191 ff). We overemphasize 
such “easier” subjects as “personal adjust- 
ment” and “vocational skills” and underem- 
phasize the hardheaded subjects required of 
scientists. Basically, our value system is 
heading us for serious trouble and we seem 
unwilling to invest enough of our gross na- 
tional product in education, at all levels (and 
including especially teachers’ salaries) to 
avoid such trouble. These thoughts have been 
expressed by others, many of whom Albee 
cites, but they are presented here in sharp 
focus on a particular problem, the nature 
of which cannot be understood without re- 
flection on the deeper problems. 

This book should be of interest to all per- 
sons professionally interested in health and 
human behavior, and many others besides. It 
is not a systematic treatise in sociology or 
related disciplines, but it does provide good 
background as a source book for manpower 
data together with some challenging ideas. 

Richard H. Williams 
National Institute of Mental Health 





Health in the Mexican-American Culture: A 
Community Study. By Margaret Clark. 
Berkeley: University of California Press, 
1959. xii, 253 pp. $5.00. 


For the individual professionals, (be they 
social workers, health personnel, or teachers) 
who seek aid in understanding as well as 
rendering better service to certain clients, 
this is an excellent book. The original study 
on which the book is based “was designed to 
secure sociocultural information that would 
be helpful to professional persons in the 
United States working with people of Mexi- 
can background who have not yet been fully 
assimilated into American Culture,” (vii). 
Dr. Clark exhibits considerable skill in in- 
terpreting anthropological and sociological 
data into terms which are meaningful to 
those who would apply them. 

The locus of the study is an unincorpo- 
rated, low-income community called Sal si 
Puedes, (meaning: “Get out if you can!’’) 
whose adult population is composed of first- 
and second-generation Mexican-Americans. 

The material is presented in eight chap- 
ters, the first six of which are an ethno- 
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graphic account using the following titles: 
the valley, the town, and the people; the 
pattern of community life; language, liter- 
acy, and education; making a living; the 
pattern of religious life; and the pattern of 
family life. Besides the descriptive presenta- 
tion, each chapter contains a number of in- 
sights and suggestions for application of 
the research results by health professional- 
als. The seventh chapter focuses on the 
health-disease complex of Mexican-Ameri- 
cans, and the last chapter, “Changing Medi- 
cal Ways,” contains the summary, conclu- 
sions, and recommendations. A useful glos- 
sary is also included, as well as a bibliog- 
raphy and a subject index. The writing is 
simple and straight forward and highly 
sympathetic to the people and the culture it 
portrays. 

Few social scientists would quarrel with 


the basic presentation, since it is admittedly 


in the “applied” field and intended for a 
non-social scientist audience. This reviewer, 
however, would have appreciated a more 
rigorous analysis of the data. 

The treatment of social classes, for exam- 
ple, appears to be superficial. It is admitted 
that “social classes are poorly defined,” yet 
the usual upper, middle, and lower classes 


appear. La alta sociedad, los medianos, and ' 


los de abajo are literal translations of the 


Anglo terms high society, middle class, and > 


lower class respectively. One would. like to 
see more evidence in terms of the proportion 
of the population in the various classes and 
the characteristics of each class. 

The Anglo-Mexican conflict, the intraeth- 
nic conflict, and the leadership phenomenon 
(so crucial .to cultural change) seem to this 
reviewer to have been treated cursorily. In 
the analysis of the data one wonders, also, 
what phenomena are explainable in cultur- 
al terms and which should perhaps be ex- 
plained in social class terms. This distinc- 
tion is not made. 

Although the book offers very little that 
is new with respect to what is known about 
the culture of this particular population, this 
reviewer is most favorably impressed with 
the author’s ability to present research data 
in terms which are meaningful to other pro- 


fessionals. Julian Samora 
University of Notre Dame 





Class in American Society. By Leonard 
Reissman. Glencoe, Illinois: The Free Press, 
1959. xii, 436 pp. $6.75. 


The author of this most recent social strat- 
ification text had two major objectives in 
writing the book: (1) to present a systemat- 
ic view of the theories and methodology of 
stratification, and (2) to describe the con- 
sequences of class in American society. In 
this reviewer’s opinion, his treatment of the 
first objective is highly satisfactory. More- 
over, the presentation of materials is logi- 
cal and the style is clear and refreshing. 
Reissman’s handling of his second objective, 
however, is less adequate. 

The first chapter contains an excellent dis- 
cussion of why Americans have historically 
refused to recognize the existence of classes 
and how this has in turn affected the study 
of social stratification. Reissman’s thesis is 
that certain American values (anti-aristoc- 
racy, anti-radicalism, frontier psychology, 
and a secularized protestant ethic) and the 
facts of American social development (espe- 
cially urbanization and industrialism) de- 
layed the recognition of class from the time 
of Marx until recently. Furthermore, when 
the class notion was accepted, the emphasis 
by both the public and social scientists alike 
was upon the status and prestige dimensions 
rather than upon economic classes and power 
because the former were more acceptable to 
a democratic ethos. 

Two comprehensive and insightful chap- 
ters on theories and methodology of class 
follow. The theories of Marx, Weber, the 
functionalists, and Warner are examined 
and evaluated carefully in terms of four 
central questions: What are the causes and 
the basis for stratification in society? Is 
stratification a necessary and inevitable fea- 
ture of society? What is the future trend of 
stratification in society? And what are the 
limits of applicability of a stratification 
system across time and across different cul- 
tures? 


The chapter on methodology contains a 
valuable critique of the indices used to meas- 
ure class. Not only are the technical prob- 
lems of an adequate index considered, but 
the relationship between a particular meth- 
odology and theory are analyzed. The author 
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warns of the dangers of the tendency to use 
a class index as a synonym for class and of 
the sterility of concentrating all our research 
efforts on discovering more facts that can 
be correlated with some measure of class. 
He emphasizes the.need to devise a systemat- 
ic theory of class so that the problems of 
definition, of methodology, and of relation- 
ships between variables can be placed within 
a logical and stable framework. 


Unfortunately, the next three chapters, 
dealing with the relationship between class 
and social structure, the effect of class on 
individual behavior, and social mobility, are 
a disappointment after the careful and schol- 
arly treatment of historical, theoretical, and 
methodological materials. They are uneven, 
and for the most part, not particularly well- 
documented. In the chapter on social struc- 
ture, the results of community studies are 
summarized in a description of a composite 
community called “Hometown” in order to 
avoid the monotony of repetition of similar 
findings. However, the presentation is -so 
generalized and oversimplified that its value 
is questionable. For example, the variations 
between communities are dismissed in a few 
sentences as “not especially important.” De- 
lineation of the conditions which account for 
such variation, however, is a crucial problem 
in stratification theory. In contrast to the 
extensive coverage of materials in the first 
three chapters, the discussion of the Ameri- 
can class system at the national level is based 
primarily on the works of four men: Floyd 
Hunter, C. Wright Mills, David Riesman, 
and William H. Whyte, Jr. 

Reissman was admittedly selective in the 
materials presented on the impact of class 
upon behavior, confining himself to child- 
rearing practices and personality develop- 
ment, fertility, mental illness, and class con- 
sciousness. He believes these areas are more 
important that others because they are con- 
cerned with the social-psychological impact 
of class, i.e., the difference class makes for 
behavior. However, this emphasis upon so- 
cial psychology at the expense of the almost 
total neglect of other areas of behavior can 
easily give the student reader a distorted 
view of the scope of social class influences 
upon behavior. Moreover, the coverage and 
documentation of these areas are based upon 


a limited number of the available studies. 
The chapter on mobility is the most uneven 
of the book. The chapter is better docu- 
mented than the previous two, but the refer- 
ences are still limited and not up-to-date. 

The final chapter deals with change in the 
stratification system and with the unifying 
function of stratification in society, an area 
often neglected by our preoccupation with 
class conflict. Unfortunately, these impor- 
tant subjects are covered in a brief and 
superficial manner; again, the depth and 
breadth of scholarship displayed in the earli- 
er portions of the book are lacking. 

The integrating theoretical orientation of 
the book is neo-Marxian; the author believes 
that the current emphasis upon status “has 
overshadowed the need for a concern with 
class along the lines set by Marx.” Although 
not denying the value of an analysis of status 
and prestige, Reissman pleads at every op- 
portunity for greater study of the economic 
and power dimensions of class. A second 
thesis is that the extreme view held by some 
social scientists that America is becoming a 
middle class nation of conformers is un- 
tenable. 

In conclusion, the book contains many use- 
ful insights about the theory, method, and 
results of social class studies which clarify 
some of the current confusion about strati- 
fication. Particularly illuminating are the 
discussions of the dimensions of class and 
mobility, which make many apparent re- 
search inconsistencies more understandable. 
Yet the unevenness of the book is disturbing, 
especially after the high level of scholarship 
displayed in most of the first half. Still, the 
author’s cogent questions point out many 
pressing research needs. This, in itself, is a 
valuable contribution. 


Jerome K. Myers 
Yale University 





Family and Class Dynamics in Mental IIl- 
ness. By Jerome K. Myers and the Late 
Bertram H. Roberts. John Wiley & Sons, 
Inc., 1959. 295 pp. $6.95. 


Family and Class Dynamics in Mental Ill- 
ness “deals with one particular aspect of the 
social environment, social class, in. its rela- 
tion to the development of mental illness in 
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the individual.” The authors recognize that 
mental illness has a “multi-dimensional caus- 
al pattern,” but believe that social class, be- 
ing of subtle importance in American society, 
is one of these dimensions. Hence, for the 
purpose of their study, they took the indi- 
vidual’s class as “the tndependent or ante- 
cedent variable, and his reaction to the prob- 
lems of being in that situation, as expressed 
by psychiatric disorder,” as the “dependent 
or consequent variable.” ; 

With this choice as a beginning point, they 
tested the hypothesis that “persons occupy- 
ing different positions in the stratification 
system are subject to stresses and strains 
characteristic of those positions which create 
personality problems.” In the process of test- 
ing this hypothesis, they recognized the im- 
portance of considering the family as a 
bridge between the indvidual’s class position 
and his psychological response to it. They 
wanted to know whether “social forces ema- 
nating in different classes have differential 
effects upon family structure and the dy- 
namics of interpersonal relations” within 
the family. 

Defining social class operationally accord- 
ing to A. B. Hollingshead’s “Index of Social 
Position,”’ based on ecological area of resi- 
dence, occupation, and education, they con- 
cluded that 3 per cent of Greater New 
Haven’s population belonged to Class I, 9 
per cent to Class II, 21 per cent to Class III, 
49 per cent to Class IV, and the remaining 
18 per cent to Class V. 

An earlier study was concerned with the 
psychiatric population in all these classes. 
The present study is “the final report of the 
second part of an exploratory study” in the 
New Haven area. The first phase was re- 
ported in Social Class and Mental Illness by 
A. B. Hollingshead and F. C. Redlich. The 
final report is limited to a controlled case 
study of a small part of the larger psychi- 
atric population. 

The researchers limited this study to white 
persons between the ages of 22 and 44 in 
Classes III and V. Within these limits, they 
secured a sample of 50 persons “who had 
passed through adolescence and reached 
adult responsibility . .. but who had not yet 
entered the involutional period.” The sample 
was also limited to “two functional groups 


of mental illness: (1) schizophrenic disor- 
ders, and (2) psychoneurotic disorders ex- 
cluding psychosomatic reactions and anti- 
social and immaturity reactions.” 

The sample was limited to two classes, III 
and V, because these classes “represent two 
distinct subcultures ;” the former the bottom 
of the “white collar class” and the latter the 
bottom of the “blue collar class.’’ The choice 
of 50 cases within these limits made it pos- 
sible to obtain 12 or 13 cases for each of the 
four basic cells in the research design. One 
cell representing Class III contained 7 male 
and 6 female schizophrenics; the other cell, 
6 male and 7 female psychoneurotics. One 
cell representing Class V included 6 male 
and 6 female schizophrenics; and the other 
cell, 6 male and 6 female psychoneurotics. 

Data on these persons were collected, in 
part, as the subjects appeared for treatment 
at private and public psychiatric hospitals 
and clinics serving the New Haven area. A 
psychiatrist on the research team saw the 
patient for at least three interviews, and a 
sociologist saw at least two different mem- 
bers of the family of orientation in their 
home for several interviews. Social case his- 
tories were thus developed, which made data 
available for comparison of the background 
of the patient with his response to it. 

The concept of family dynamics is consid- 
ered in chapters on “Intrafamilial Relation- 
ships” and “Sex Role Development ;” of com- 
munity dynamics, in chapters on “Social Mo- 
bility” and “Subsistence Problems and Com- 
munity Isolation.” The concept of mental ill- 
ness is treated in chapters on “The Impact 
of Mental Illness” and “Psychiatric Symp- 
toms.”” The Appendix contains 24 valuable 
tables which list clusters of traits character- 
izing patients in variable family, class, and 
community situations. These clusters are 
clearly differentiated, but too extensive to 
identify in a review. Briefly some differen- 
tials may be indicated. 

Class III patients, taught to focus their 
efforts upon social acceptance and upward 
mobility by upward aspiring parents, teach- 
ers, ministers, and Sunday School teachers, 
experienced three types of stress: (1) more 
conflict than Class V patients between their 
instinctive drives and moral values; (2) 
more difficulty in living up to the values 
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they had internalized; and (3) more tension 
because of their mobility efforts. Accepting 
Class III values, patients from this class 
were less likely than Class V patients to 
“express their frustration in aggressive, hos- 
tile, or violent behavior ;” and more likely to 
“turn it inward to internal threats, fears, 
guilts, and conflicts than the lower class 
patient.” 

Class V patients suffered from presses 
which gave rise to five problems of stress: 
(1) Love deprivations led to dejection, 
apathy, and suspicion. (2) Parental severity 
and neglect led to fear and defensive atti- 
tudes. (3) Class V patients felt neglected 
and rejected. (4) More Class V than Class 
III patients felt lifelong economic insecurity. 
And (5), being less able to check their im- 
pulses, they fell more often into conflict 
with the norms of the larger society. 

The authors believe their data indicate 
that both intrafamily and community presses 
in both classes bore more heavily upon schiz- 
ophrenics than upon neurotics. The greater 
the frustration, the greater the severity of 
the mental illness. They raise an important 
question: “Why did one member of a fam- 
ily . . . become mentally ill,” while the sib- 
lings did not? This question, they rightly 
conclude, suggests the need for much further 
research on how intrafamily and community 
presses may have a differential impact upon 
children in the same family. 

The reviewer believes such research may 
well build on the discoveries made so far by 
students such as William Healy, Augusta F. 
Bronner, E. H. Sutherland, A. B. Hollings- 
head, F. C. Redlich, and the authors of Fam- 
ily and Class Dynamics in Mental Illness, 
rather than to follow the leads of such stu- 
dents as William H. Sheldon, the Gluecks, 
and other constitutional psychologists; but 
every possible factor should be weighed. 

Austin L, Porterfield 
Texas Christian University 





Clinical Studies in Culture Conflict. Edited 
by Georgene Seward. New York: Ronald 
Press, 1958. xvii, 598 pp. $7.00. 


The trend toward departments of social 
science in schools of medicine has raised a 
number of administrative, professional and 


knowledge problems for those disciplines 
(anthropology, psychology and sociology) 
likely to be assigned to such a department. 
Consequently the interprofessional implica- 
tions of this casebook may be as important 
as the more manifest educational ones. In 
this volume, the clinical psychologist is in- 
vited to consider the relevance of group mem- 
bership for an understanding of individual 
psychological problems. To this end, twenty- 
two case studies have been assembled to 
demonstrate the psychological implications 
of minority group membership. These 
studies, the author believes, will aid diag- 
nosis in the training and practice of the 
clinical psychologist, psychiatrist and social 
worker whose clients may represent a dis- 
tinctive status. with its implications for cul- 
tural difference. 


The cases in this volume have been pre- 
pared primarily by clinical physcologists, 
although a handful are also authored by psy- 
chiatrists and anthropologists. Taken from 
treatment cases, the cultural groups include 
the American Negro, American Indian, 
Spanish-American (Mexican, Puerto Rican 
and Filipino), Japanese-American, and Eu- 
ropean-American (Jewish and Armenian). 
Each case includes a statement of the pa- 
tient’s problem, his personal history, psycho- 
logical test findings (where available), the 
social and cultural features of the case, a 
diagnosis and sometimes, information con- 
cerning treatment and its course. In most 
cases the information presented was obtained 
entirely during the period of clinical treat- 
ment of the patient. While interviewing was 
the sole data-gathering technique in some 
cases, in others psychological tests were used 
extensively—a contrast that makes for 
marked differences in presentation and an- 
alysis. An additional feature is that, where 
psychological tests were used, the test proto- 
cols are presented in full. 

An effort to diffuse potentially useful 
ideas from one discipline to another can only 
be commended. The intermediary in such an 
effort performs what may be the thankless 
task of calling to the attention of his col- 
leagues additional problems for considera- 
tion. Furthermore such an intermediary 
must deal with a variety of translation and 
integration problems involved in bridging 
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independent disciplines. It is in this latter 
area that Professor Seward’s book is less 
than satisfying. 

The conceptualization of the intercultural 
situation is at best rudimentary. The in- 
troductory orientation chapter ranges rath- 
er broadly through the enumeration of some 
general psychological concepts believed of 
importance, a three-part typology of inter- 
cultural relations (congruent, resistant, am- 
bivalent), inappropriate uses of cultural 
interpretations, and cultural problems in 
professional-client relations. Culture conflict 
is used very broadly to mean cultural dif- 
ferences, which may or may not represent 
instances of culture conflict. The concept of 
minority group, a relevant consideration in 
all cases, is recognized but its significance 
neglected. The cases themselves enumerate 
or imply the importance of a wide range of 
concepts, including culture conflict (or idea- 
tional antagonism) but also attentuation of 
values, interracial attitudes, inappropriate 
behavioral ideals, group membership soli- 
darity, stability and continuity, and others. 
Unfortunately, the editor does little with 
these ideas, while the individual studies vary 
considerably in their own conceptualization 
and analysis of this interdisciplinary area. 
As a result, the psychologist using this book 
will not discover any systematically devel- 
oped framework of ideas from anthropology 
and sociology that he can apply to problems 
of psychopathology in minority groups. At 
best it provides a variety of illustrations 
that can be used to suggest some of the ways 
in which social-cultural and psychological 
variables may be presumed to interact in this 
area. However, as a volume by a clinical 
psychologist for clinical psychologists argu- 
ing for consideration of related fields of 
study, this book has a greater importance. 
It documents a developing viability in inter- 
disciplinary cooperation between some of 
the sciences of man and their applied exten- 
sions. 

William J. McEwen 
State University of New York, 
Downstate Medical Center 





Probleme Der Medizin-Soziologie (Problems 
of Medical Sociology). Edited by Rene Konig 


and Margret Ténnesmann. Cologne: West- 
deutscher Verlag, 1958. 336 pp. 


Professor Rene Konig’s carefully selected 
German publication of well-edited articles 
deals with the widely ranging difficulties 
of medical sociology in the Western Hemis- 
phere. It clearly and succinctly states the in- 
tention and scope of the problems. Starting 
from the hypothesis that most of the solu- 
tions which society has proposed thus far 
have served only to extend our horizontal 
surface knowledge of the problems involved, 
he proposes to apply the methods of Tiefen- 
psychologie (psychology of depth) to offset 
the defects arising from society’s inability 
or shortsightedness in dealing satisfactorily 
with its shortcomings. In the present work, 
the individual authors form, by selection, a 
composite picture of various aspects of med- 
ico-sociological problems and possibilities for 
their solution. It is felt that perhaps this 
theoretical approach has been unjustly re- 
jected in the past on the grounds that only 
actual solutions would be of any value or 
concern to the interested reader. 


The book is divided into four sections deal- 
ing with independent areas of the subject: 


I. General Section. 


(1) “Problems of Medico-Sociology,” by 
Professor Rene K6nig, Univer- 
sity of Cologne. 

(2) “Structure and Function of Modern 
Medicine: A Sociological Analy- 
sis,” by Professor Talcott Par- 
sons, Harvard University. 

(3) “How Can a Special ‘Sociological 
Medicine’ be Accepted for Gen- 
eral Medicine?” by Thure von 
Uexkiill, M.D., Justus Liebig Uni- 
versity, Giessen. 

(4) “Some Cultural-Anthropological 
Thoughts on Medicine,” by Wolf- 
gang Schoene, M.D., Berlin. 


II. Special Section. 


(1) “Structural Changes of Our Society 
and Some Influences Upon a 
Compulsory Medical Insurance,” 
by Professor Rene Ko6nig, Co- 
logne. 

(2) “The Epidemiological Method in 
Medical Sociology,” by Manfred 
Pflanz, M.D., Giessen. 

(3) “Social Psychiatric Thoughts,” by 
Hans Strotzka, M.D., Vienna. 
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III. From the Realm of Research. 


(1) “Observations on the Social Struc- 
ture of Hospitals,” by Professor 
A. F. Wessen, Washington Uni- 
versity, Missouri. 
(2) “Social Stratification and Psychic 
Illness,” by Morris L. Fried, 
M.A., New York. 
“Investigations on the Influence of 


Social Factors in Tuberculosis 
Therapy,” by Gerhard Baumert, 
Ph.D., Frankfurt, and Rudolf 
Hoppe, M.D., Diisseldorf. 
“Psychiatric Aspects of Family So- 
ciology,” by Annemarie Diihrs- 
sen,, M.D., Institute for Psycho- 
genic Illness, Berlin. 
“Environmental Factors and De- 
fense Mechanism in the Treat- 
ment of Juvenile Patients,” by 
Edeltrud Seeger, Ph.D., Cologne. 


IV. Reports on Literature and Discussions. 


(1) “Medical Sociology in the United 
States,” by Ray H. Elling, Ph.D., 
Boston. 

(2) “Some Aspects Towards the Devel- 
opment of a Medical Sociology 
and Social Psychology in Ger- 


many,” by Margaret Toénnes- 
mann, M.D., Research Institute 
for Social and Administrative 
Sciences of the University of Co- 
logne. 


The leading idea of the first section is di- 
rected towards indicating some very com- 
plex internal differentiations in the medical 
profession, when viewed in the wide mirror 
of the sociological approach. The ideal typi- 
cal situations were demonstrated, but a 
whole complex of behavioristic forms were 
omitted, as they were seen as deviating from 
the general acceptance. Certain peculiarities 
of the “réle” of physician and patient were 
found to be the extension of essential sup- 
positions of cultural facts and of the situa- 
tion of “being ill” itself. In the realm of 
medicine, a succession of deviations from the 
ideal type of institutionalization of science 
and a rationalistic approach of action can be 
found. Finally, the part played by the patient 
and by the physician have been found to 
contain latent functions having an extraordi- 
nary significance in the motivational bal- 
ance of a sociological system. 

The second section deals with the prob- 
lems arising from compulsory and voluntary 


medical insurance when juxtapositioned in 
its highest sociopolitical relevance. The au- 
thors claim that a solution in the light of 
sociologists, (i.e., not in practice but in the- 
ory, as a determination of a doctrinaire ap- 
proach) is possible when the argument is- 
not for the creation of such institutions, but 
rather for the possibilities of types of medi- 
cal insurance already in use. The position of 
man in modern society is controlled by high- 
ly irrational powers which result in varia- 
tions of his condition ranging from ability 
to disability of working. Therefore, health, 
illness, accident, and death play leading 
parts. A reasonable care for old people, the 
incapacitated, and the helpless has to be 
considered, but on the other hand, a complete 
insurance, when regarded sociologically, 
means a total dependence, and hence the 
complete breakdown of society. An epidemi- 
ological method of the application of com- 
pulsory medicine is also discussed. The prob- 
lem of participation in such projects has al- 
ready been realized by Sigmund Freud, who 
believed that the fee of the psychotherapeutic 
physician is part of the healing process for 
the patient. In the language of psychology 
this means that the proposed extracurricu- 
lar achievement will stand in the service of 
the reality principle which is accomplished 
in the adaptation of the individual to his 
own social environment. Thoughts on social 
psychiatric aspects complete this section. 
The third and largest part of the essays 
is directed towards various subjects in the 
realm of sociological research, such as the 
social structure of hospitals, of psychic ill- 
nesses, of social factors in the therapy; con- 
tinuing with certain psychiatric aspects in 
the family structure and ending finally with 
a delving into some indigenous factors of 
environment in the juvenile patient. The 
social system is viewed as a defense against 
persecutory and depressive anxiety, whereby 
integrating sociological and psychoanalytic 
concepts are discussed. The deep conflicts to 
which the individual is exposed as a part of 
his sociological entity become clearly visible. 
For a century, the world of the masses has 
been surging forward with ever-increasing 
impetus. This new world necessarily brought 
with it a leveling and standardization of 
life—the predominance of the average man, 
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of mediocrity, of routine, of the increasing 
noise of publicity, of teeming actuality. The 
world of the masses brought with it the 
emptiness and ugliness of materialized and 
mechanized life. Itmeans the atomization of 
human knowledge, the accumulation of facts, 
and the diminution of meaning. The indi- 
vidual per se, however, knows from experi- 
ence that genuinely receptive and creative 
activity requires an atmosphere of leisure, of 
reflection, and slow maturation; hence the 
need for sociological fact-finding to estab- 
lish the pattern of a ‘“‘better serviced”’ human 
population. 

The fourth and closing section of the book 
acquaints the reader with aspects and inter- 
ests of medical sociology in the United States, 
followed by developmental aspects of a medi- 
cal sociology in Germany. Here the dominant 
sociopsychological trend is the acceptance of 
an “anthropomedicinal” concept in juxta- 
position to a materialistically interested en- 
vironment. 


Problems of Medical Sociclogy is on the 


whole an interesting study, scholarly written 
and produced, with well-documented foot- 
notes and bibliography which should prove 
a real asset for anyone interested in the med- 
ical phase of sociology. 

L. John Parker 
Texas Christian University 





Assessment of Human Motives. Edited by 
Gardner Lindzey. New York: Rinehart and 
Company, 1958. 273 pp. $5.00. 


This book is a collection of papers pre- 
sented at a conference held at Syracuse Uni- 
versity in the spring of 1957. The nine con- 
tributors were: 


(1) Gardner Lindzey, the editor, whose 
introductory chapter sets forth his invest- 
ment in the study of assessment methods 
and his estimate of the role of those methods 
in the development of a social and psycho- 
logical science of human motivation. 

(2) George A. Kelly, whose paper departs 
from tradition and takes pains to explain his 
dismissal of the motivation construct as cir- 
cular, redundant, and as unnecessary for a 
science of human behavior. Kelly then pre- 
sents what he proposes as an appropriately 
“half true” theory of personal constructs, 
claiming that it is a more astute approach 


to explaining and predicting human be- 
havior. 

(3) Leon Festinger, who summarizes his 
theory of cognitive dissonance and proposes 
that it provides, for data on human behavior, 
explanations or interpretations for which he 
can find no acceptable alternative. 

(4) George S. Klein, who conceives cog- 
nitive attitudes and cognitive style as con- 
trolling forces in human perception and hu- 
man behavior. 

(5) Ray Shafer, whose thesis is that 
adaptive regression—“regression in the serv- 
ice of the ego”—requires conditions of such 
dynamic significance that its assessment can 
give indices of fundamental motivational 
forces. 

(6) Irving L. Janis, whose essay identi- 
fies several approaches to expanding the 
scope of, and validating and replicating the 
data from psychoanalytic case studies. 

(7) Henry Murray, who seems to state 
his own ideas with less seriousness; and who 
contributes a provocative piece on the multi- 
plicity of motives, and on the concept of 
ascensionism as a kind of summary or gen- 
eral motive “in our way of life.” 

(8) Raymond B. Cattell, who reviews his 
factor analytic approach to the assessment 
of motivation and gives a surprising psycho- 
analytic interpretation of his findings. 

(9) Finally, Gordon W. Allport, who re- 
views and classifies the wide diversity of 
efforts to define a unit of assessment for 
human motives—and approves the diverse 
forms and contents as evidence of a proper 
and imaginative implementation of the spir- 
it of free intellectual inquiry. 


The book may raise some questions in the 
thoughts of the reader. System and syste- 
matic inquiry are highly valued by the con- 
tributors, but one may wonder whether too 
many different phenomena are seen by these 
scientists as systematic. Logical deduction 
in the great Greek tradition may be men- 
tioned, but one can’t remember exactly 
where. Clarity and precision of logical induc- 
tion from collected observations appears to 
be the forte of Janis in his exhortations to 
analysts and of Cattell in his “dynamic cal- 
culus.” Allport seems to believe that collec- 
tion of diverse observations is constructive, 
even if one must be quite patient in waiting 
for their consistent inductive organization. 
System as mathematical or symbolic repre- 
sentation and manipulation is clearly at the 
base of Cattel’s work, but elsewhere appears 
only in a double negative expression included 
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parenthetically to deny one of the writer’s 
rejections of mathematical analysis. 

Experiential meaning, as well as system, 
seems highly valued. One may wonder at 
times whether this volume offers nothing 
more toward the systematic assessment of 
motivation than highly individual, personal 
constructs which may be asserted to be sys- 
tematic if they can be presented verbally in 
an organized way. Obligation to fit in the 
experience of other scientists seems, as yet, 
not firmly or functionally established—but 
it is not ignored completely. One may won- 
der whether explicit efforts at validation 
can basically alter or only disguise the influ- 
ence of implicit operations of pesronal mean- 
ing. i 

The title may be conceived by some read- 
ers as a bit misleading because substantive 
constructs receive more attention than as- 
sessment methods. Compare the space de- 
_voted to the constructs of drive, time, re- 
gression, ego, instincts, energy, control, cog- 
nitive control, and personal constructs to the 
space devoted to methods for observation, 
testing, interviewing, experimentation, meas- 
urement, data organization and treatment— 
and the constructs get the larger share of the 
attention. The questions remain: Is science 
advanced by attention to method with con- 
fidence that sound method will yield sound 
substance? Or is science advanced by cre- 
ative concept formation, with confidence 
that only cogent concepts can produce the 
proper guide to tool making? Or is science 
advanced by a simple devotion to work, free 
of preoccupation about how one happens to 
get his work done? 

The book tells about attempts to under- 
stand and explain human behavior; it re- 
flects diverse preoccupations about system, 
meaning, and method; and it reflects indi- 
vidual work, creativity, and originality, fo- 
cused on a science of human motivation. It 
provides an excellent example of current 
contributions to such a science. 

John C. Glidewell 
Washington University 





Historical Sociology: The Selected Papers of 
Bernhard J. Stern. New York: The Citadel 
Press, 1960. 448 pp. $5.00. 


Much is being made today of the impor- 


tance of “historical sociology,’ although I 
don’t know whether by this is meant sociol- 
ogy of history, the sociology of historically 
relevant problems, or the analysis of social 
phenomena in their historical context. What 
prompted the editors of Bernhard Stern’s 
posthumous papers to use this title is not 
quite clear, except for the fact that the au- 
thor informs his readers at length about the 
historical antecedents of most of the phe- 
nomena he deals with. 

In the papers that are here collected Bern- 
hard Stern deals primarily with the social 
aspects of technology, the family, social 
thought, and medicine against a historical 
background. For the readers of this journal, 
it is worthy of note that Stern was one of 
the first sociologists to call for a “sociology 
of medicine,” long before the present vogue 
of sociological inquiry into the health profes- 
sions. He calls attention, for example, to the 
patient-physician relationship, the nature of 
medical education, and the effect of hospital- 
ization on patients. Unfortunately, he never 
stays with these crucial problems, but in- 
stead wanders off into medical history, for 
example, of dissection, or of resistance to 
vaccination or of public health, with little 
benefit of sociological analysis. While medi- 
cal history is an interesting topic, medical 
historians have dealt with it more adequate- 
ly—some of them, like the late Henry E. 
Sigerist, with astute sociological insight. 

In discussing the role of the physician in 
society, just as in the discussion of other 
problems, Stern is not only more concerned 
with what “was” than what “is,” but he is 
also more concerned with the “ought” than 
the “is.” While, in the reviewer’s opinion, 
Stern has his heart in the right place when 
he calls attention to the social responsibility 
of the physician and of the medical profes- 
sions generally, he misses the opportunity 
for systematic sociological analysis. 

Perhaps Stern’s most important contribu- 
tion is his distinction between the “social” 
and the “cultural” in the lead paper of the 
book. Against those who would limit the 
analysis of social life to conflict, accommo- 
dation, leadership, rivalry, subordination, 
cooperation, parasitism, et cetera, he empha- 
sizes the importance of cultural patterns in 
human, as distinct from animal, societies. 
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“Forms of social organization are imposed 
upon a human community by culture and not 
by nature.” (p. 9) 

And so it is with most of the papers col- 
lected in this volume. While they are in- 
formed writings, they don’t have much to 
teach us today. Perhaps this is not a reflec- 
tion on the author but a measure of the 
progress of the social sciences during the 
last decade or two. 

Rose Laub Coser 
McLean Hospital, Belmont, Mass. 





Young Children in Hospitals. By James Rob- 
ertson. New York: Basic Books, Inc. London: 
Tavistock Publications, Litd., 1958. xiv, 136 
pp. $3.00. 


The thesis of Young Children in Hospitals 
is that adherence to the principles of physi- 
cal medicine and current hospital procedures 
may be responsible for subsequent behavior 
disorders of young patients. Hospitalization 
of children between eighteen months and 
three years of age severs the familial rela- 
tionship requisite for good mental health. 
Selected. case studies of “Laura,” Patricia” 
and “Barbara” illustrate how young patients 
in the hospital proceed through three trau- 
matic stages—protest, despiar and denial. 
Emotional deprivation of children may be 
remedied by allowing unrestricted visiting, 
admitting mother and child to pediatric 
wards, reassessing inhumane hospital pro- 
cedures, using “case assignment” nursing, 
and retraining hospital personnel. 

The author, a member of the Tavistock 
Child Development Research Unit, initially 
wrote this cogent indictment of hospitals as 
a memorandum for the British Minister of 
Health. He advocates that a commission be 
established to investigate current hospital 
procedures. The prototype from which many 
of the writer’s recommendations stem is the 


work launched by Sir James Spence in New- ‘ 


castle upon Tyne, England, thirty years ago. 

Conceptually, Robertson takes a verste- 
hende position, partially rejecting empirical 
techniques (pp. 5,6), yet using empirical 
studies to bulwark his argument (pp. 13-16). 
His assumption of uniformity in child-rear- 
ing practices and stages of emotional expres- 
sion will be questioned by some readers. The 


parallel research of Piaget and Spitz should 
have been cited in the report. 

Robertson analyzes only the effects result- 
ing from hospitalization. He has not consid- 
ered the level of emotional stability of young 
patients prior to hospital admission. Addi- 
tional research is warranted here. More con- 
clusive evidence than the author presents 
would be obtained on the effects of hospital- 
ization from such a controlled study. 

The book should be required reading for 
hospital administrators, nursing superin- 
tendents and physicians. Its message is pun- 
gent and pertinent. Most physicians and 
nurses are not competent to cope with a 
child’s emotional needs. Hospital procedures 
and training should be changed. Dr. Milton 
Senn, who wrote’the foreword, has elsewhere 
advanced this contention. 

Parents will avidly read Young Children 
in Hospitals. It is written with insight and 
clarity. Useful instructions are given to the . 
parent for the preparation of the young 
patient. One suspects that for parents with 
sick children, this book may approach in 
popularity Spock’s Baby and Child Care. 

Robin F. Badgley 
University of Saskatchewan 





Hope Deferred: Public Welfare and the 
Blind. By Jacobus Ten Broek and Floyd W. 
Matson. Berkeley and Los Angeles: The 
University of California Press, 1959. 268 
pp. $5.00. 


Pressure for social change arises when 
scientific evidence is in conflict with the 
mores. This generalization, applicable to all 
modern societies, is documented in Hope De- 
ferred, an historically oriented review of 
major public programs affecting the lives 
and livelihood of America’s 300,000 to 400,- 
000 blind citizens. The book alternates be- 
tween providing an informative analysis of 
underlying social forces affecting the eco- 
nomic security, vocational rehabilitation and 
special employment for the blind, and offer- 
ing editorial advocacy of what the authors 
believe is “the right thing to do.” 

Most of the book is devoted to an analysis 
of the history of Social Security and Voca- 
tional Rehabilitation provisions for the blind. 
It reads like a long war between bureaucrat- 
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ic considerations and the underlying philos- 
ophy of the Social Security Act, character- 
ized by Franklin D. Roosevelt as “an effort 
to safeguard the people of America from 
misfortunes which cannot be wholly elimi- 


nated in this man-made society.” The chron-. 


ology of the battle is provided by administra- 
tive rulings, congressional hearings, bills, 
and amendments to bills. Hope Deferred is 
its process record. 

Two major ideologies are shown to be in- 
volved in shaping public policies for sight- 
less persons: a traditional and a progressive 
view. The latter is in ascendency. It supports 
the abolition of barriers in employment of 
the blind and their full rights as citizens. 
Marriage, child-rearing, and political par- 
ticipation are within reach of blind persons, 
provided society is willing to support the 
same kind of special effort which is ex- 
pended for other categories of persons with 
major handicaps, such as those crippled by 
poliomyelitis. Programs to normalize the so- 
cial functions of blind persons run into diffi- 
culty because there is support for the tradi- 
tional notion that the handicap makes people 
“abnormal,” that sightless persons should be 
treated as wards and cannot be expected to 
participate in public affairs. These stereo- 
typed views add socially imposed barriers 
to the very real physical and social interac- 
tion limitations of blindness. 

Joseph W. Eaton 
University of Pittsburgh : 





Virus Hunters. By Greer Williams. New 
York: Alfred A. Knopf, 1959. 503 pp. $5.95. 


This is a book about scientists, science and 
society. The author, Greer Williams, is a 
science writer. In the tradition of journal- 
ism, he dramatizes the contributions of the 
individual and treats science and society 
secondarily. However, he avoids the tenden- 
cy to romanticize great men as having all 
virtue and no vice. The scientists in virology 
are depicted as human beings with great 
possibilities and some limitations. 

This book translates the technical lan- 
guage of science into terms understandable 
to the layman. Obviously, it was not pub- 
lished for an audience of virologists. How- 


ever, the presentation is of sufficient depth 
to be of value to scientists in other fields, 
who may wish to make comparative analysis 
between the development of their fields and 
that of virology. 

The first half of the book is particularly 
intriguing. Viruses are discussed as though 
they were elusive international criminals and 
the search for them unfolds as a mystery 
story. The latter half of the book is con- 
cerned with major break-throughs in viro- 
logical research and with speculations on the 
possible contribution of viruses to major dis- 
eases of mankind, such as cancer and heart 
disease. 

In addition to sketching out the lives and 
work of great scientists in virology, the book 
illustrates the complimentariness of folk and 
scientific madicine in telling the story of 
how the opinion of a milk-maid regarding 
the possible connection between cowpox and 
smallpox was the basis of Jenner’s research. 
It demonstrates the social and physical risks 
in scientific research by indicating how mi- 
crobiologist Noguchi almost won the Nobel 
Prize for a mistake and how he lost his life 
to yellow fever in an active search for ways 
of controlling it. It tells of misplaced recog- 
nition for scientific discoveries such as the 
praise heaped upon Paschen for first discov- 
ering a virus when such priority should 
have gone to Buist. It shows the international 
character of scientific research and the con- 
tributions to virology made by Russian, Eng- 
lish, French, Japanese, Dutch and American 
scientists among others. It demonstrates the 
need for interdisciplinary effort in science 
and indicates how virolegy was advanced by 
chemists, physicists, astronomers, surgeons, 
epidemiologists and_ representatives of sev- 
eral other disciplines. The book highlights 
the significance of recognition in science and 
the charges and counter-charges that go on 
between scientists before a finding is ac- 
cepted; (in fact, it tells of an instance in 
which Nobel Prize-winner Stanley all but 
called his adversary a “sap’”). And, then, 
there is the story of academic politics, and 
how a leading scientist spent eight years at 
a leading Eastern university without receiv- 
ing a professorial promotion. Thus, the book 
focuses upon the virus hunters as well as 
the hunting situation and process, and be- 
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comes a story of scientists and, to a lesser 
extent, of their societies. 

The book is written with humor and wit. 
Many who use that fifty-cent word “seren- 
dipity” will be pleased to read that it origi- 
nated with Horace Walpole’s three fictional 
princes of Serendip who were always dis- 
covering things in their travels that they 
had not anticipated. This, and other interest- 
ing “sideshows,” Williams has _ scattered 


throughout the book to entertain the reader 
along the way ;. but he always comes back to 
sound scientific observations such as his 
quote from Pasteur that “chance favors the 
prepared mind.” 

Virus Hunters is an interesting and excit- 
ing book. 

Charles V. Willie 

College of Medicine in Syracuse 
State University of New York 
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